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THE DOCTOR TAKES A HAND IN VETERANS’ RELIEF 


C. B. Wricut, M.D. 
Minneapolis 


A GREAT deal of interesting and significant 

data and opinion came to light in the course 
of recent discussions of the medical and hospi- 
talization program and policy of the Federal gov- 
ernment at the Philadelphia meeting of the 
American Medical Association. Several speak- 
ers pointed out to the House of Delegates of that 
organization that the present program, unless 
modified considerably, is likely to lead eventually 
to a government hospital in each congressional 
district and to unlimited expenditures, increasing 
from year to year as the millions of former serv- 
ice men need medical service or hospitalization 
for disabilities incurred during civilian life. 

It was pointed out at this meeting that all this 
expenditure is justifiable only if it is for the best 
interests of the veteran. The preponderance of 
opinion was that for the veterans themselves it 
held no assurance of better service than they 
might receive privately from civilian physicians 
and in civilian hospitals, while, on the other 
hand, there was the very real danger of making 
more and more of them into “institutionalized 
cases.” 

DISABILITY INSURANCE A BETTER METHOD 

A better method of handling the situation, in 
view of the fact that the government has already 
embarked upon the policy of medical and hospi- 
tal service for all veterans, regardless of the ori- 
gins of their disabilities, was outlined in a reso- 
lution submitted to the House of Delegates by 
Dr. H. H. Shoulders of Tennessee, prominent in 
the American legion of that state. 

This resolution does not seem to be contrary 
in any way to the avowed policy of the Ameri- 
can Medical Association in regard to the exten- 
sion of free service, inasmuch as it must be as- 
sumed that the veterans have already rendered 


to the government a service commensurate with 
any such disability policy. . 

The resolution submitted by Dr. Shoulders 
reads as follows: 

“Wuereas, The federal government has in- 
augurated the policy of rendering medical and 
hospital benefits to veterans of the World War 
with non-service connected disabilities; and 

“WuereEas, This policy was inaugurated over 
the opposition of the American Medical As- 
sociation; and 

‘“Wuereas, The policy now in force if carried 
to its logical conclusions, involves the construc- 
tion, the staffing, and the maintenance of a suf- 
ficient number of hospitals to accommodate the 
hospital needs of all the veterans of the World 
War; and 

“Wuereas, The present policy is of unequal 
benefit to veterans by reason of the fact that 
many disabled veterans cannot (for one reason 
or another) avail themselves of the benefit, 
therefore be it 

“Resolved, That the House of Delegates of the 
American Medical Association petition the Con- 
gress of the United States and the American 
Legion to abandon the policy of rendering hos- 
pital and medical benefits to veterans of the 
World War with non-service connected disabil- 
ity, and substitute therefor a plan of disability 
insurance benefits with the following provisions: 

“First, the creation of a Bureau of Disability 
insurance in the Veterans’ Bureaus as now con- 
stituted. 

“Second, the issuance of a disability insurance 
policy to each veteran with a disability benefit 
clause, as follows: 

“(a) The payment of a weekly cash benefit 
during a period of total disability, and 


765 





766 


“(b) The payment of liberal hospital benefit 
sufficient to cover the hospital expenses of a vet- 
eran during a period of hospitalization for any 
disability. Such benefits to be paid to a veteran 
on satisfactory proof of total disability, and 

“(c) Such other provisions as are necessary 
for the proper administration of the act. 

“Be it further 

“Resolved, That the proper officers of this as- 
sociation be instructed to approach the officers of 
the American Legion with the view to securing 
the adoption of the policy above set out as a part 
of the legislative program of the American Le- 
gion, and be it further 

“Resolved, That each state medical association 
be requested to form a committee whose duty it 
will be to approach the state and local Legion 
posts throughout the country with a view to se- 
curing the adoption of this program by them.” 

This resolution was adopted by the House of 
Delegates following considerable discussion. 

The American Medical Association is opposed 
to the policy of paternalism as applied to the care 
of veterans, but those of us who supported the 
Shoulders resolution do not believe that the in- 
surance project as advocated by Shoulders is pa- 
ternalism. It is a return by the government for 
a service rendered. The beneficiary is a free 
agent in expending this fund. Certainly this is 
not paternalism in the sense it might be if the 
government were to insist, also, on designating 
where the veteran should receive his medical 
service and from whom. 

In view of the fact, therefore, that the present 
system establishes an out-and-out paternalism 
for a constantly growing class, that it is likely to 
undermine the morale of its beneficiaries and at 
the same time to cost the government untold mil- 
lions for years to come, the Shoulders proposal 
seemed to a decided majority of the American 
Medical Association delegates very much the 
lesser of two evils. 

Since the enactment of section 202(10) World 
War Veterans’ Act which authorized treatment 
of all veterans in government hospitals without 
regard to their disabilities there has been an in- 
crease of 10,253 cases of this class within the 
last five years, according to an official veterans 
bureau statement, or approximately 2,000 per 
annum. 

Col. George E. Ijams, director of the Veter- 
ans’ Bureau, has officially remarked upon the 
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unusual increase in medical activities of the bu- 
reau. During the first eleven months of the last 
fiscal year over 35,000 more out-patient treat- 
ments, 16,000 more hospital admissions and 750,- 
000 more physical examinations had been re- 
corded than during the previous year, he says. 
He also points out that five new veterans’ hospi- 
tals have been completed and additional contract 
hospitals have been made available. 


SIX THOUSAND NEW BEDS IN FIVE YEARS, 
VETERANS’ BUREAU OBJECTIVE 


According to the official Veterans’ Bureau es- 
timate, 3,000 additional beds will be necessary in 
1933, and 6,000 in 1936. 

At the same time, civilian hospitals all over 
the country are facing serious deficits, largely 
because there are empty beds in all of them, 
amounting to approximately 40 per cent of the 
total capacity. 

If these beds could be used by veterans, and 
paid for out of some such insurance policy as the 
Shoulders resolution suggests, the supporters of 
the resolution believe that present hospital defi- 
cits could be reduced, the government saved a 
huge bill for additional hospitals and hospital ad- 
ministration and the cost of hospital care to the 
entire population lowered. 

On the other hand, if the present policy of the 
federal government is pursued to its logical end, 
such institutions for the care of all organic dis- 
ease may very well be established as are fore- 
shadowed in the cancer unit of the Edward 
Hines Jr. Veterans’ Hospital of Hines, Illinois. 
Note as evidence this interesting statement is- 
sued recently by the Hines hospital. 

“It has been estimated,” says the statement, 
“that among the veterans of the World War 
about 300,000 will die eventually of cancer, and 
that, in addition about 100,000 under favorabie 
circumstances will be cured, which means that in 
all probability about 400,000 veterans at one time 
or another will suffer from cancer. Dr. Hugh 
Scott, manager of the Edward Hines Jr. Hospi- 
tal, estimates that probably 250,000 of these men 
will apply for treatment to one or another of the 
diagnostic clinics of hospitals. Thus the question 
is very important and a start has already been 
made towards its solution. 

“In the central states, from Canada to the Gulf 
of Mexico and from the Allegheny mountains 
to the Sierras, every veteran who is suspected 
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of having cancer will be sent to the Cancer Cen- 
ter which Dr. Scott has established at the Ed- 
ward Hines hospital just out of Chicago.” 

Further evidence, not only of the magnitude 
of the present government program, but also of 
the definite purpose of the government to rush 
to an early completion the gigantic veterans’ hos- 
pital building program authorized by the last 
Congress is found in the following news item, 
carrying a Washington date line and dated July 
16, distributed by a national press agency. 

“Speeding up its work to provide employment 
during the depression, the veterans will complete 
a $20,500,000 hospital program a year and a half 
ahead of schedule, it was announced today. 

“Under the policy of Congress of providing 
hospital facilities for mnon-service connected 
cases, a policy which has brought complaint from 
organizations of American physicians, it is ex- 
pected that other hospital programs will be au- 
thorized in the near future. 

“Congress has appropriated $97,450,000 for 
veterans’ hospitals since 1919, with the load of 
patients increasing as the average age of World 
War veterans rises.” 

As indicated in the last paragraph, there will 
be a proportionate increase in the number of dis- 
abilities originating in civilian pursuits as the av- 
erage age of the veterans rises, and it is this lat- 
ter type of cases that would require the con- 
templated increase in building programs. 

It is obvious that the future policy of the gov- 
ernment in dealing with war veterans’ relief is 
of the utmost importance to everybody. But it is 
especially important and serious to the members 
of the medical profession in view of the criti- 
cism that has been directed toward the profes- 
sion in recent articles appearing in a number of 
service men’s magazines. 

This criticism is prompted by misunderstand- 
ing of the physicians’ attitude and a misconcep- 
tion of its aims and purposes relating to the vet- 
erans’ program. 

“T believe,” declared General Hines in discus- 
sing veterans’ legislation pending before the Sen- 
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ate finance committee of the last Congress, “that 
we have reached a point in connection with vet- 
erans’ relief when we must give serious consider- 
ation to where we are going. It would be a pity, 
in my judgment, to have public opinion turned 
against relief measures for disabled veterans be- 
cause of any unwise legislation for the able- 
bodied.” 

This, so far as it goes, is also the attitude of 
the medical profession. 

THE THREAT TO EX-SOLDIER MORALE 

But the physicians look farther than that. 
They see clearly the debilitating effect of a too 
beneficient paternalism on men who are other- 
wise quite fit to take a responsible, adult place 
in the world. They see these men taken from 
their homes, moved long distances for protracted 
stays in government hospitals, separated from 
their families and family responsibilities and 
gradually becoming the easy-going wards of the 
Veterans’ Bureau. 

At the same time they see equally well 
equipped and staffed civilian hospitals running 
at serious losses because of their thousands of 
empty beds—beds that could be occupied by 
these same men in their home towns, looked 
after by their family doctors. These empty beds 
are inevitably boosting the price of hospital care 
to the entire civilian population while the gov- 
ernment continues to build hospitals and more 
hospitals to cope with its ever growing waiting 
lists of veterans. 

From the very beginning the medical profes- 
sion has taken an active interest in the veterans’ 
relief program of the government. The serious- 
ness of the question, the medical and hospital 
problems involved, naturally enlist the physicians’ 
attention. That the tremendous stakes in gov- 
ernment funds and in ex-soldier morale involved 
in the pursuance of the present scheme call for 
leadership in some new scheme of relief is the 
opinion not only of the physician but of many 
other conscientious, thoughtful people. 

It may be that the Shoulders resolution will 
prove to be the answer to the problem. 
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| i the preparation of a paper, which hag to 

do largely with the evolution of medical 
school teaching and its influence on modern med- 
ical practice, certain phases of economic influence 
bearing on the future practice of medicine came 
to light. Considering these to be matters of the 
utmost importance to the profession of the state, 
I have assembled a few pertinent facts which I 
am sure will point out the necessity for a care- 
fully planned study of present conditions in the 
practice of medicine and show if possible how 
we may safeguard the future economic indepen- 
dence of the physicians of this state. 

The practice of medicine, as a means of liveli- 
hood, is in many ways different from most other 
methods of earning a living. In a sense, the 
licensed physicians are what may be called a 
legislative monopoly. Collectively we are a great 
industry performing a definite task for which the 
people of the United States pay to us a certain 
aggregate sum of money yearly. The total sum 
has a definite limitation, which is probably basic- 
ally fixed by the number of people in the country. 
This total medical income may be augmented by 
an increase in population, by a general increase 
in the prosperity of the country, possibly by new 
medical procedures, creating an efficiency in heal- 
ing which would increase the demand for medical 
services, and further, by some plan that would 
assure physicians reasonable compensation for 
caring for those now receiving medical charity. 

On the other hand, there are many influences 
at work which are materially deducting from the 
amount of medical service physicians are called 
upon to perform. For example,—many of the 
diseases which a few years ago occupied a large 
part of the activity of many physicians have 
been practically eliminated, and in the natural 
course of events, there will be other conditions 
which now form a lucrative part of medical in- 
dustry which will also be eliminated. Further- 
more, the education of people in health matters 
will eventually have a tremendous influence on 
cutting down the instance of disease. Also, the 
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medically enlightened public of the future will 
need much less medical consultation than in the 
past. So, it would seem that the influences that 
work today are those which will curtail rather 
than enhance the earnings of the medical profes- 
sion in the future. 

Thus, a certain fixed sum of money, variously 
estimated at from 450 to 600 million dollars rep- 
resents the combined annual earnings of the phy- 
sicians of the United States. How this sum 
shall be divided so as to give each individual 
physician an income somewhat commensurate 
with his years of preparation, his capital invest- 
ment, and long hours of daily industry and re- 
sponsibility, is the fundamental problem which 
confronts the practicing physicians individually 
and collectively of the United States today. 

Obviously, if we take the medium sum of 500 
millions of dollars annually, it would allow a 
$10,000 income for 50,000 physicians. How- 
ever, it is estimated that in this country there are 
at the present time two and a half times that 
many men actually practicing medicine for a live- 
lihood, which raises up the question of how many 
physicians have we now in this country, and how 
many do we need. 

We have in this country today more physicians 
in comparison with population than any other 
country in the world. Statistics show that in the 
United States there is one physician for every 
720 people. Austria comes next with 1—870; 
Switzerland, 1—1,250; Italy, 1—1,400; Den- 
mark, 1—1,430; England and Wales, 1—1,490; 
Germany, 1—1,560; France, 1—1,690; Belgium, 
1—1,700; the Netherlands, 1—1,820; Sweden, 
1—2,860; Mexico, 1—3,100; Brazil, 1—3,000; 
Persia, 1—25,000. 

We had in the United States in 1930, 168,201 
physicians—125,000 of whom were in active 
practice, and 98,307 of whom were members of 
the American Medical Association. It is of 
some interest to note that only 62 per cent were 
members of our National Association, and that 
73 per cent of all physicians in Minnesota were 
members of the State Association; while Henne- 
pin County Medical Society has 62 per cent, 
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Ramsey 67 per cent, and St. Louis 75 per cent. 
It is of some importance to the organized medical 
profession to know just who compose the 68,000 
physicians who are outside of our medical organ- 
izations. 

There are at the present time undoubtedly a 
great many more physicians in this country than 
are necessary to adequately serve the population, 
and in the past few years there has been a 
marked increase in the number of physicians 
graduating from medical schools. 


TABLE I 


MEDICAL SCHOOLS AND STUDENTS 


United States 
Schools Graduates 
5214 
5606 
4440 
3536 
3047 
3974 
4565 
Now in Medical Schools— 


21,597 
Entered 1929-30—6,457 


Minnesota 
Enrollment Graduates 
368 


242 

177 

183 

340 

583 

740 

700-1,000 yearly 
increase 

Applications—31,749 

It will be noted (Table 1) that while the med- 
ical schools have steadily decreased in number 
since 1905, there has been a steady increase in 
graduates in the past ten years until, in 1929, 
seventy-six medical schools graduated 4,565 
students. There are now in medical schools 
21,597 students, more than at any other time in 
the history of the country, with an annual in- 
crease in enrollment of from 700 to 1,000. How- 
ever, a most significant and disturbing fact is that 
in the 1929-30 year there were 31,749 persons 
properly prepared and qualified making applica- 
tion for entrance to medical schools, of which 
6,457 were admitted, and the rest refused only 
because of lack of facilities for educating them. 
We may very well wonder what will soon become 
of the practice of medicine as a means of liveli- 
hood if medical schools are encouraged or per- 
mitted to increase their capacity so as to accom- 
modate all the applicants who would like to enter 
the profession. 

Taking into consideration the number of phy- 
sicians who are retiring and dying each year, 
there will have to be an approximate increase in 
the United States population of at least three 
million people per year in order that the ultimate 
6,500 yearly medical graduates of the United 
States will find a place in the medical field with- 
out raising our present ratio. As a matter of 
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record, the increase in the population in the past 
ten years has been less than 1,700,000 per year. 
So figuring conservatively on the population 
basis, there will be twice as many physicians 
graduating as the normal population increase 
would support. 

Bringing this problem to Minnesota, last year 
there were 130 graduates, and there were about 
forty deaths of physicians in Minnesota. Gen- 
erally speaking, Minnesota will have to absorb 
the yearly contribution of her own medical 
school, and when we consider that there will be 
almost immediately at least 6,000 yearly grad- 
uates, and there are only 48 states, we will prob- 
ably have to absorb at least 100 physicians per 
year, which on a reasonable basis of 1,000 popu- 
lation to the physician, would need a yearly in- 
crease in population in Minnesota of 100,000; 
while, as a matter of record, the population of 
Minnesota has only increased 176,000 in ten 
years. 


TABLE II 


UNIVERSITY OF MINNESOTA ENROLLMENT 


Population 
z = s § 8 =} Engineering 
Pharmacy 
& $ Medicine 
Dentistry 


co 

3 

> 
1900 
1905 
1910 
1915 
1920 
1925 


1930 12439 
University Increase, 425% 


1601 
Population Increase, 46% 


This situation is probably to a large extent true 
in most other departments of professional educa- 
tion. The figures (Table I1) show that in 1900 
the University of Minnesota had one student to 
every 738 residents, while today there is one 
student to every 210 residents. The marked in- 
crease in the student body in the medical school 
is only equalled by that of the Engineering De- 
partment. The University student body, as a 
whole, has increased 425 per cent since 1900; 
while the population of the state has increased 
only 46 per cent. This situation in Minnesota 
is true also of the educational conditions through- 
out the country, There are today more people 
acquiring business, academic and professional 
education than the demands of the country can 
possibly afford to employ and unless some means 
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are found to stem the flow of graduates from 
the professional schools, and especially medical 
schools, the doctor of the future will be hard- 
put to maintain economic respectability, and this 
is a real problem when we realize that the prac- 
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factor in eliminating a great many schools and 
causing the consolidation of a great many others. 
At present, only heavily endowed private schools 
and those associated with great state universities 
are able to exist. 
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Fig. 1. 


ticing profession no longer controls the institu- 
tions that are engaged in medical education. 

It was undoubtedly fundamentally a desire to 
curtail the number of physicians which prompted 
the American Medical Association in 1906 to 
undertake to raise the standards and require- 
ments for medical examination and licensure. At 
that time we had 160 medical schools—more than 
all other countries together. Some states, as for 
instance Kentucky, had as many as 14. There 
were few schools in the country which would 
measure up to our present standards. In the 
process of evolution of the medical school to its 
present standards, great emphasis was placed 
upon pre-medic education and upon the impor- 
tance of fundamental scientific branches in the 
medical schools. This necessitated tremendous 
monetary outlay in medical schools for labora- 
tory and other facilities, and was the primary 


In the process of financing the present medical 
schools, it has been necessary to place these 
schools under general university administration. 
So today, we no longer have medical schools in 
which the teaching and administration are in the 
hands of the practicing medical profession, but 
medical schools which are under general univer- 
sity administration with a full time teaching staff, 
who, as a rule, have never had much experience 
or any great interest in the private practice of 
medicine. The great emphasis on fundamental 
branches and research, and the small salaries 
available, have divorced, to a large extent, the 
interest of the practicing profession in medical 
teaching, and medical education is now in the 
hands of men who have come up, in most cases, 
through the laboratory and research departments, 
which tends to isolate the medical school from 
the practicing profession. However, I do not 
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propose to go into that at this time except to 
say that I am not one of those who believe that 
men with this background will not make excel- 
lent clinical teachers provided their research 
activities do not predominate in the school to 
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data are not accurate enough to warrant drawing 
any conclusions, although it is very apparent 
that there is a wide difference in the ratio of spe- 
cialists to population in different cities. How- 
ever, the data on the ratio of physicians as a 
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Fig. 2. 


the detriment of students and teaching facilities. 
At any rate, this situation has taken away from 
the practicing profession any great or command- 
ing voice in the control of the size of these 
schools or of the number graduated except as 
we may have influence on legislative appropria- 
tions. 

The second fact of interest which appeared in 
the study was the marked irregularity in the dis- 
tribution of physicians as based upon popula- 
tion. An attempt was made to study the distri- 
bution of specialists in different cities, but the 


whole to population by states, by counties and 
cities, are available and show a most interesting 
variation. 

An analysis of this condition will be well worth 
undertaking as it may lead to a better distribu- 
tion in the future. 

We have prepared a map (Figure 1) of the 
United States and the figures inserted show the 
ratio of physician to population. One is im- 
mediately impressed with the wide variation. 
For example, California has three times as many 
physicians per population as has South Carolina. 
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Why should Delaware have a ratio of 935 while 
adjoining Maryland has only 668? And why 
should New York have a ratio of two hundred 
less than any of the surrounding states? Why 
are there so few physicians in South Carolina 
and so many in Tennessee, and so many more 
in Missouri? Why have Nevada and Colorado 
only 600 people to each physician while Idaho 
has 1,389, Kansas 829, and Oklahoma 996? Why 
have Minnesota and Michigan only 882 and 863 
respectively while Wisconsin has 989 and lowa 
only 770? 

We might reason that because Minnesota has 
two large population centers, St. Paul and Minne- 
apolis, and Michigan a large population center 
at Detroit, that this would explain why we have 
a larger number of physicians than Wisconsin, 
which has no large population center. But this 
will not explain why Iowa, with no great popula- 
tion center, has still more physicians per popula- 
tion than any of these states. 

The inequality of the distribution is even more 
striking when one comes to study the ratio of 
physicians to population by counties. For ex- 
ample, in Minnesota (Figure 2), the number of 
people to each physician ranges all the way from 
3,818 in Mahnomen County, down to 618 in 
Henneipn County, not considering Olmsted, the 
home of the Mayo Clinic, where the ratio is only 
1 to 104. It is probable that the use of county 
lines is not a very sound method of judging dis- 
tribution. It is quite possible that doctors are 
concentrated in certain large towns or rural cities, 
but practice more or less in adjourning counties. 
However, this is not the entire explanation. 

For instance, Anoka County, just to the north 
of Hennepin County, has a ratio of 1 to 2,302; 
and Wright County, just to the west, has only 
1 to 1,232; and Meeker, still a little further away 
from Hennepin County, has 1 to 1,988. In other 
words, many of the counties in the best rural dis- 
tricts, some of which are very well populated, 
have a great many more people per physician 
than some of the poorest rural districts. 

Likewise in the counties surrounding Olmsted 
County, with its great medical center, there are 
on the average more physicians for the popula- 
tion than in any other district in the state; while 
in, the counties around Hennepin and Ramsey 
there are many less physicians than in many 
other parts of the state. Mankato, in Blue 
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Earth County, has one of the lowest ratios of 
any city I know, but there is also a comparative 
concentration in counties adjoining. This state 
distribution will require a certain amount of ex- 
planation and analysis before conclusions can be 
drawn. 

It is interesting to note the concentration of 
non-medical healers in the large cities and the 
rather even distribution throughout the rest of 
the state. The small letters represent the num- 
ber of chiropractors in each county. They seem 
to bear no definite relation to the number of phy- 
sicians in the various communities. Minneapolis 
is blessed with 163 chiropractors while St. Paul, 
with more than half the population, has only 
forty-nine. 

A study of some forty-five cities with medical 
schools and forty-five cities of as nearly as possi- 
ble equal population without medical schools, 
disclosed that the average ratio in medical school 
centers of population to physicians was about 100 
less than in nonmedical school cities. However, 
there is a great variation in cities containing 
medical schools which is not entirely dependent 
upon schools or upon population. 

For instance, in Washington, D. C., with a half 
million population, the ratio is 1 to 282; in Bos- 
ton with three-quarters of a million people, the 
ratio is 1 to 332; St. Louis, with three-quarters 
of a million population, has a ratio of 1 to 426; 
Chicago, with three million, has a ratio of 1 to 
511; Philadelphia, with two million, has a ratio 
of 1 to 541, and Cleveland, with one million, has 
a ratio of 1 to 645. So while the tendency is 
for the medical student to settle in the commu- 
nity where he has acquired his education, there 
are other factors involved in the distribution. 

A further study was made of forty-five cities, 
fifteen with a population of over 300,000, fifteen 
between 100,000 and 300,000, and fifteen from 
30,000 to 100,000. The selection presented on 
this chart (Table III) has a wide geographical 
distribution, and while the total number of cities 
actually canvassed were great in number, those 
presented are typical examples of the whole. 

Of the large cities, we again have Boston with 
a ratio of 1 to 332; Kansas City with 1 to 391; 
Indianapolis, a city of almost identical size, with 
1 to 485; Baltimore, more than twice as large, 
with 1 to 520; Minneapolis with 1 to 545; Mil- 
waukee, with a hundred thousand more inhabi- 
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RATIO OF POPULATION TO PHYSICIANS IN 45 CITIES 








































































































Population Population Population 
300,000 and over 100,000 to 300,000 30,000 to 100,000 
Washington, D.. Co.ncc.i0.--.---. 282 Nashville 333 oS re 279 
Boston 332 Denver 337 Lexington 302 
SS ner 358 i, Lt eee 424 Lincoln, Neb 379 
Kansas City 391 New Haven 456 St. Joseph 408 
St. Louis 426 Omaha 459 Columbia .418 
pew Fare Cy"... 450 > { enone 461 Augusta, Ga 420 
Indianapolis 485 Hartford, Conn 478 Fort Smith 452 
Chicago* 511 OCumeed.. Catt... 485 Macon, Ga 5904 
Baltimore 520 a EL Sone 552 Wichita 616 
Minneapolis . 538 Fort Wayne 608 Kalamazoo 634 
iy | | Ee 541 Akron, Ohio 685 Lancaster, Pa 607 
New Orleans 551 Tulsa, Okla 720 Charleston 683 
Seattle 595 Norfolk, Va 742 Galveston 730 
Milwaukee 643 oR ie 775 Ogden, Utah 751 
Cleveland* 645 Duluth 834 Oshkosh, Wis 772 





*Over 1,000,000 population 


tants, having 1 to 643; Cleveland, more than 
twice as large, with 1 to 645. 

Coming to the second group (100,000 to 
300,000), the range of the ratio is not strikingly 
different except that it tends to be considerably 
higher in many of these cities. Taking El Paso, 
Texas, for instance, with a population of about 
117,000, with a ratio of 1 to 775. We find about 
the same range in cities of from 30,000 to 
100,000—Oklahoma City with 1 to 279; Oshkosh, 
Wisconsin, with 1 to 772. Why Nashville, Okla- 
homa City, Denver, Lexington and Lincoln, 
Nebraska, should have such a low ratio, and why 
Tulsa, Charleston, Norfolk and Galveston, 
should have such a high ratio, are questions pre- 
senting problems which are worthy of some in- 
vestigation. 

A further study (Table IV) of the situation in 
Minnesota in particular, with reference to some 
of the larger and smaller cities, and a compara- 
tive study of the ratio between city and rural 
































physicians in Minnesota, gives one much inter- 
esting information. I was considerably sur- 
prised to find that of all the larger cities in the 
country, Minneapolis, while far from being the 
best, is just as far from being the worst. In 
spite of the steady influx of physicians to Minne- 
apolis, the ratio of physicians to population has 
not materially changed in the past twenty years. 

You will note a ratio of 1 to 538 in 1912, and a 
ratio of 1 to 548 in 1929. St. Paul has not been 
quite so fortunate. In 1912 their ratio of 1 to 
709 was much greater than that of Minneapolis. 
It is now down to 1 to 636, but still almost 
a hundred more people per physician than 
Minneapolis. Duluth with the exceedingly high 
ratio of 1 to 808 in 1912 has come down to 1 
to 725 at the present time. There are almost 
200 more people to each physician in Duluth 
than in Minneapolis. Just why this situation 
should prevail is not entirely clear. Here again 
is a point for study which should bring some in- 
formation of material value. 


Taste IV 
RATIO OF PHYSICIANS TO POPULATION IN" 
1912 anp 1929 
1912 : 1929 
Population Physicians Ratio Population Physicians Ratio 
Minneapolis 301,408 560 538 , 847 548 
St. Paul 214,744 303 709 271,606 442 636 
Duluth 78,446 97 808 101,463 140 725 
Rochester 7,844 55 143 20,621 397 52 
St. Cloud 10,600 13 815 21,000 33 636 
Mankato 10,365 28 370 14,038 36 390 
Winona 18,583 21 885 20,850 22 948 
Four Cities 602,462 1,015 593 858,046 1,826 475 
Rural 1,473,246 1,247 1,181 1,705,907 1,258 1,355 
Total 2,075,708 2,267 911 2,563,953 3,084 882 
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A cursory study of three of our largest cities 
outside of the four shown above, shows a wide 
difference of population to physician. It will be 
noted that in 1912 St. Cloud had a ratio of 1 to 
815. In spite of a large increase in population 
in the past seventeen years, the ratio is now down 
to that of St. Paul, and much lower than that of 
Duluth. Mankato, for some reason unknown to 
me, had in 1912 a ratio of 1 to 370, and with a 
moderate increase in population of 4,000 in 
seventeen years, has still maintained about the 
same ratio which is now 1 to 390, one of the 
lowest, if not the lowest in the state for a city 
of anywhere near its population. On the other 
hand, Winona, a city situated in the very best 
of Minnesota’s farming country, and with an old 
wealthy population, had a ratio in 1912 of 1 to 
885, and with a modest increase of 2,000 there 
has been only an increase of one physician, and 
the Winona doctor is now in the rather unique 
position of being only one physician to 948 
people. 

A composite study of the four principal med- 
ical centers shows that in Duluth, St. Paul, 
Minneapolis, and Rochester in 1912, there were 
1,015 physicians and a ratio of 1 to 593, while 
in all the rest of Minnesota there were 1,247 
physicians with a ratio of 1 to 1,181. Now in 
1929, the population of the cities has increased 
256,000, while the number of physicians has in- 
creased 810, reducing the ratio for these four 
centers to 1 to 475. The influence of Rochester 
here is obvious. But what is more interesting 
and significant is that the rural population in- 
creased practically the same amount while the 
physicians have only increased a few more than 
one hundred, and the ratio of rural physicians to 
population has risen to 1 to 1,355. In other 
words, of approximately 800 physicians who 
have come into Minnesota since 1912, 700 have 
settled in the cities and only 100 outside of these 
cities, while the population increase in rural 
Minnesota is almost as large as the population 
increase in the four cities. This is of especial 
interest when we consider that the amount of 
work referred from country districts to the Twin 
Cities is estimated to have dropped from 33 to 
‘50 per cent in the last ten years. 

The income of physicians in the cities is also 
greatly influenced by the large number of non- 
medical healers and by the many free clinics. It 
is estimated that in a city the size of Minneapolis, 


MINNESOTA MEDICINE 


[September, 1931] 


25 per cent of all medical service is rendered by 
the physician without pay. 

We have so far discussed the number of phy- 
sicians in relation to the population and the dis- 
tribution of physicians. These things are of im- 
portance mostly as to their direct bearing on the 
physicians’ income. 

Any attempt to study the earnings of physi- 
cians is fraught with much difficulty. No single 
study that I know of has ever been complete 
enough to warrant drawing any sound conclu- 
sions. Not long ago, an article in our daily 
papers quoting Dr. Palmer Johnson of the Uni- 
versity stated “that the income, over the past 
thirty years, of university graduates who re- 
ceived degrees, ranged from $1,722 to $7,791, 
and that the physicians were at the top of the 
list.” This statement was misleading because I 
believe it only referred to physicians on salary, 
but in any event, as you will remember, there 
are 168,000 physicians in the United States, and 
this study and the results are based on the replies 
to the questionnaires of only 400 physicians. 

A questionnaire study in 1929 of the West 
Virginia State Medical Association, which is said 
to have been answered by a majority of the mem- 
bers, showed an average gross income of 
$9,580.60 with a net income of $6,414.43, the 
largest net income being $28,000, and the small- 
est $420. This is a state with a ratio of 971 
people to each physician. 

A questionnaire prepared about the same’ time 
by the Hennepin County Medical Society, which 
was answered by 169 out of 550 members, gave 
an average income of $10,300, with an average 
expense of $3,400, and a net income of $6,900. 
The figures of these studies vary so much with 
the figures derived from the study of the esti- 
mated total medical income, that one is forced to 
conclude that physicians of from medium to small 
earnings do not, as a rule, answer these ques- 
tionnaires, and that with the comparatively small 
number replying, a few of the largest incomes 
have undue influence in raising the general aver- 
age. In the past two or three years, estimates 
have been published of the total medical income 
for the United States. These estimates have 
varied from $600,000,000 per year by a report, 
the source of which is unknown to me at this 
time, to one two years ago of 500 million by the 
Metropolitan Life Insurance Company, and one, 
the most recent, as given out by Mr. Paul Ben- 
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jamin, secretary of the Committee of Fifty, of 
450 million dollars. Now then, let’s take 500 
million as a medium figure. Dividing that sum 
by the 125 thousand practicing physicians gives 
us $4,000 as the average gross medical income. 
With an average overhead of 30 per cent, this 
would leave an average net income of $2,800 
(Table V). 


TABLE V 
PHYSICIANS’ EARNINGS IN RELATION TO COSTS OF 
SICKNESS PER YEAR IN UNITED STATES 
Patent Medicines and Drugs 
Physicians 
Hospitals (civil) 
Nurses (all forms) 
Dentists 
Non-Medical Practitioners 
125,000 physicians dividing $500,000,000 = $4,000 each 
Average overhead 30% Net average income $2,800 


Allowing 30 day vacation Employed 335 days 
$2,800 for 335 days = $8.35 per day 




















Should we allow a thirty day vacation period, 
a physician would have 335 working days. This 
would give an average daily net income of $8.35. 
Just where the medium income of physicians 
should be placed is hard to decide. It is prob- 
ably considerably higher than the figure repre- 
sented here, but undoubtedly a great deal lower 
than would be indicated by some of the studies 
already mentioned. 

It is interesting to notice the 700 million spent 
for patent medicines and drugs, the tremendous 
amount being paid in hospital bills, the enormous 
amount now being paid to nurses, the compara- 
tively smaller sum to dentists, and the 50 million 
dollars that goes to the non-medical practitioner. 


TABLE VI 


MINNESOTA NON-MEDICAL PRACTITIONERS 
Chiropractors Osteopaths Midwives 
162 1 


486 


Masseurs 
1928 
1929 160 101 214 
1930 462 165 95 200 
1931 451 162 

Minneapolis 161 49 21 39 
St. Paul 49 22 22 89 


for 


We 


There has been apparently a tendency 
chiropractors to leave the state (Table VI). 
still have the same number of osteopaths as we 


had four years ago. We have not investigated 
records previous to the time of the Basic Science 
Board, but it is quite evident that the heroic 
efforts of our legislative committee in passing the 
basic science law has put an effective stop to the 
influx of nonmedical healers in Minnesota. And, 
if we will back up our legislative committee in its 
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efforts to prevent legislation which will break 
down this defense, we can look forward to the 
time when there will be few osteopaths and fewer 
chiropractors in Minnesota and the other still 
worse types of healers will be entirely eliminated. 

There are a great many influences which are 
now at work which have a direct bearing on med- 
ical income. Some of these are new and hard 
to evaluate. 


TaBLe VII 


MEDICAL AND NURSING PROFESSIONS 
IN UNITED STATES 


INCREASE IN 


Nurses 
11,804 
82,327 

149,128 

214,751 


18,000 


Physicians 
1900. 122,167 
1910. 
1920. 


1930, 














Graduated 
1930. 





In 1900 (Table VII) there were 122,167 physi- 
cians and 11,804 trained nurses in the United 
States. The increase in physicians was 13,000 
in the first ten year period, 10,000 in the second 
ten year period, and 23,000 in the last ten year 
period. On the other hand, the nurses increased 
71,000 in the first ten year period, 67,000 more 
in the next ten year period, and 65,000 in the last 
ten year period, until today, with 168,000 physi- 
cians, we now have 214,751 graduate nurses. In 
other words, there were four graduate nurses 
in 1930 to each graduate physician. 

Dr. Olin West said recently that “we have 
gradually succeeded in raising the standards of 
nurses’ education until they are now ‘pretty good 
doctors.’ ”’ We realize, of course, that many thou- 
sands of these nurses are not actively engaged in 
the nursing profession. However, many of them 
have gone into public health fields and are doing 
work which is very nearly medical, and in not too 
few instances, directly in competition with phy- 
sicians. The trained nurse is potentially a source 
of fairly sound, cheap, medical information. It 
cannot be assumed that because many of these 


_women are no longer practicing their profession 


that they are not still a very prolific source of 
free medical advice. How many thousands of 
sick people are saved the expense of a physi- 
cian’s service by the free advice of the public 
health nurse, the school nurse, the insurance 
nurse, or by the sister or neighbor upstairs who 
is a trained nurse, cannot be estimated. But this 
huge number of medically trained people creates 
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a problem never before met in history and is 
worthy of profound consideration on the part of 
the medical profession. 

The influence of free clinics on medical earn- 
ings presents another problem which is mostly 
of importance because of the rapid growth of 
this sort of free medical service, which, in most 
instances, is not promoted or controlled by the 
medical profession. The chart shows that we 
had 600 free clinics in 1910, and it is estimated 
that there are now 6,000. A study made in New 
York City, with a population of six million peo- 
ple, showed that 1,250,000 people visited free 
clinics, making the total visits 6,000,000. If this 
group of people had been compelled to make 
some provision for medical care, even the small 
amount of $1.00 for the year, it would have aug- 
mented the income of physicians in this area by 
one million and a quarter dollars. 

The interest of the lay public in medical mat- 
ters has been greatly enhanced in the past few 
years. Seldom do you pick up a newspaper that 
does not contain from one to four, or more 
articles, pertaining to some phase of medical 
practice. The great amount of time lost due to 


sickness and injury has aroused the interest of 


industry. 

The company physician is becoming an integral 
part of the personnel of a great many industrial 
organizations. This may be the first step to- 
ward the encroachment of business organizations 
in the field of medicine. It is estimated that 42 
million people are gainfully employed in the 
United States. Each employee loses on an aver- 
age of eight days a year as a result of sickness 
or accident. This results in a loss of 350 million 
working days, which, with the death annually of 
500,000 workers, results in an estimated annual 
loss of $1,800,000,000. The estimate of $1,000,- 
000,000 of this which could be saved to industry 
by proper medical advice and care, to me is gross- 
ly excessive. We are given credit for altogether 
‘too great an ability in the preventive field, which 
may eventually be to our own undoing. Cer- 
tainly mediocre work and the care of the injured 
will not be long tolerated by either the employer 
or the insurance company. 

There is much to be said about the corpora- 
tion practice of medicine and undoubtedly the 
cost of illness could be greatly reduced by better 
organization of medical practice. Our present 
scheme of caring for the sick is to the people 
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ruinously expensive. The physicians are directly 
responsible for making many medical paupers. 

Our 7,000 hospitals, with an investment of 
three billions of dollars, are only exceeded in 
industry by iron and steel, textiles and their 
products, chemicals and allied products, and food 
and kindred products. There were only 2,070 
hospitals in 1900. This number has increased 
200 per year since that time. In 1909, the esti- 
mated bed capacity was 421,065. In 1928 the bed 
capacity had reached 892,924, and today is well 
over a million. 

Too many physicians naturally raise the cost 
of medical care. Unnecessary medical proce- 
dures and unnecessary visits are a natural result 
of scrambling to make a living. Undue com- 
petition tends to unnecessary and over-elaborate 
office equipment, and a small number of patients 
does not allow an adequate spread of overhead. 

Studies of 150 medical clinics in this country, 
most of which are in the middle west, tend to 
show no increased cost to the patient and a de- 
cidedly increased income to the physicians in 
these clinics. The cost of care of the sick by 
the government, while in many ways extravagant, 
is very much less than could possibly be made 
to pay by the private physician. One of our 
great local institutions is able to give adequate 
daily care for 600 sick and convalescing patients 
at a medical expense of $55 per year per pa- 
tient. Unless the medical profession can organ- 
ize itself so as to eventually decrease the cost 
of medical care, there is no doubt but that there 
will be a great increase in the number of in- 
dividuals accepting medical charity, or lay organ- 
izations will come into the field with proper or- 
ganization and provide medical service at a very 
much lower cost than that which prevails today 
with very considerable profit to themselves. 

Just one more step and we will have institu- 
tions established and thoroughly equipped and 
operated by lay people, managed by lay people, 
for profit, with doctors on a salary basis. 

Perhaps the most eminent and important influ- 
ence working into the practice of medicine at this 
time is that represented by health, injury and 
compensation insurance. 

Most of the states have at this time some form 
of compulsory accident compensation insurance, 
but none so far has developed a compulsory sick- 
ness insurance. It is not necessary in this paper 
to discuss the different plans of compensation 
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insurance except to say that the plan varies 
greatly in different states. The important point 
to physicians is that it assures them a fairly 
adequate fee for the care of the injured. In 
1930, there was paid to physicians in Minnesota 
$2,100,000 by insurance companies, and this rep- 
resents 37 per cent of the entire disbursement 
in this state under this act. In this type of in- 
surance the compensation feature outweighs the 
cost of medical and hospital care. So, insur- 
ance companies are interested in getting the best 
possible surgical service and the tendency is to 
pay reasonably well. 

Our legislative committee have fought and won 
a strenuous battle in this present legislature to 
maintain the right of the patient to select his own 
physician. However, the insurance companies 
will not tolerate incompetence or neglect in the 
care of the injured, and it is only a matter of 
time when they will hire their own physicians 
at a stated salary to do this work in the large 
centers at a much reduced cost to themselves. 
Voluntary health insurance is rapidly on the in- 
créase in this country. In 1926, there were 
100,000 such policies, and in 1930, 2,000,000 
health and accident policies covering 85 per cent 
of medical, hospital and nursing expense. While 
this is a move in the right diretcion, it is unfortu- 
nate from our standpoint that the people who are 
carrying this insurance are not the ones who are 
ordinarily objects of medical charity. Undoubt- 
edly, in the near future, some form of compul- 
sory health insurance will be enacted, and we 
must be well prepared, indeed, if we are to have 
any commanding voice in the drafting and enact- 
ing of such legislation. This is a world-wide 
movement, and if it will in some way provide a 
means by which the poorer classes are compelled 
to insure themselves against becoming objects of 
charity, medical and otherwise, when they are ill 
or injured, it will undoubtedly be of great value. 

However, in every scheme of health insurance 
now in existence, the compensation to physicians 
for service rendered is pitifully small as com- 
pared with what we now receive, and in most 
countries compulsory health insurance is not 
limited to the poorest classes but includes many 
who are well able to pay adequately for medical 
service. 

You will note (Table VIII) that Germany was 
the first country to establish this plan of insur- 
ance and it goes back to 1883, while France is the 
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last one, starting their scheme in 1929. The 
League of Nations in its International Labor 
Bureau Report of 1927 approved and recom- 
mended that all countries adopt some plan of 
compulsory health insurance. Mr. Paul Ben- 
jamin, secretary of the committee of fifty, when 
here, stated unofficially that he thought that some 
plan of insurance would be recommended in the 
report of this committee as a means of lessening 
the burden of the present medical cost. Dr. 
West said, in regard to the same committee, “I 
can venture no prediction, I can only promise 
you that if I can prevent it, no socialistic schemes 
will be: advocated, but I am, of course, only one 
of a committee of fifty to sixty members.” 


TABLE VIII 
COMPULSORY HEALTH INSURANCE 


1883 
1891 
1909 
1911 
1918 
1919 
1920 
1923 
1924 
1929 


Germany 
Hungary 
Norway 
Great Britain 
Bulgaria 
Portugal 
Poland 
Japan 
Chile 
France 
































Today more than half of the German popula- 
tion is participating in health insurance schemes. 
Of the physicians in Germany, 80 per cent are 
deriving all or part of their income from panel 
patients; 15 per cent are salaried physicians ; and 
only 5 per cent of the German physicians are 
practicing independently. The ratio established 
in Germany by the insurance companies indicates 
that there should be one physician to every 1,350 
people. 

It is most interesting to note that with 40,000 
physicians working in the German panel, there 
are 27,000 civilians in the administration depart- 
ment, and, incidentally, the large incomes are in 
this group only. The ridiculously small earnings 
of the physicians of this system is illustrated by 
the fact that the care of a patient for one month 
in Danzig is less than the price of a hair cut and 
massage. 

In England the situation is somewhat better. 
Only the workers, and not their dependents, are 
permitted to participate in the panel, and only 
those services which could be considered as work 
of general practice are included in the regular 
fee. All major operations and work of special- 
ists must be paid for, or is paid for, by a special 
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additional fee. They consider from 900 to 1,500 
people an adequate group for a panel physician, 
the patient in all cases having a right of selec- 
tion. The amount of $2.25 per year is paid to 
the physician for all persons who register with 
him regardless of whether or not they are in 
need of medical service. 

These insurance schemes are great levelers. 
They insure the younger and less successful man 
at least a reasonable amount of work although 
the compensation is comparatively small. 

I would like to further discuss the details of 
the operation of these schemes for medical care, 
but time does not permit. We must assuredly 
be prepared for the proposal of some such 
scheme in this country. In most other countries, 


no matter on what high ideal the scheme was 
originally established, it has sooner or later be- 
come a political football and the medical pro- 
fession has been hard-put to remain to any de- 
gree in control of their own activities. 
In closing, let me sum up in a few words: 
We have already more physicians in this coun- 
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try than are necessary to adequately and econom- 
ically care for the sick. 

Our medical schools are rapidly increasing the 
annual output of physicians. 

The present distribution of physicians is poorly 
systematized and tends to undue concentration. 

Too many physicians raise rather than lower 
the cost of medical care. 

Just ordinary common sense and _ business 
acumen would prompt any great industry to care- 
fully survey the market for its product, and hold 
production down to a point when supply will not 
exceed the demand so that it can be assured of 
a ready market at a reasonable return for the 
output. This is what we should do today. 

The medical profession, as well organized as it 
is in Minnesota today, can and should undertake 
a careful and detailed study and analysis of the 
situation of the medical profession in this state, 
and, through its splendid organization, should 
take such steps as are necessary to protect the 
future practice of medicine as a means of liveli- 
hood. 





THE FEDERAL FOOD AND DRUGS ACT 
1906-1931 

A quarter of a century ago, on June 30, 1906, 
President Theodore Roosevelt signed the Food and 
Drugs Act specifically designated “for preventing the 
manufacture, sale, or transportation of adulterated or 
misbranded or deleterious foods, drugs, medicines and 
liquors and for regulating traffic therein, and for other 
purposes.” This measure has had a wholesome effect 
that can scarcely be realized by those not familiar with 
the conditions of the past. The American Medical As- 
sociation, through the Council on Pharmacy and 
Chemistry, has been a pioneer in its efforts to protect 
the medical profession and the public against fraud, 
undesirable secrecy and objectionable advertising in 


connection with proprietary medicinal articles. Its ef- 
forts have been greatly facilitated by the passage and 
enforcement of the Food and Drugs Act. The coming 
of age of the Food and Drugs Act should not be al- 
lowed to pass without some reference to the dominant 
figure in the crusade for pure foods and drugs, the 
late Dr. Harvey Washington Wiley. He was chief 
chemist of the U. S. Department of Agriculture during 
the period of the fight for the federal act, and until 
1912, “a very mountain amoung men, a lion among 
fighters.” The movement that he helped to start de- 
serves unqualified commendation. The forces on the 
fighting line deserve congratulation. There is still much 
to be accomplished. Vigilance must never be relaxed. 
(Jour. A. M. A., July 4, 1931, p. 32.) 





PARESIS AND MALARIA* 


GeorceE N. Ruwserc, M.D. 
Saint Paul 


INCE 1917 the results obtained in the treat- 

ment of paresis have not only shown a 
lessened mortality, but have returned an in- 
creasing number of patients to economic re- 
covery. This is encouraging when compared with 
results formerly obtained. Von Jauregg’s work 
in introducing malaria for the treatment of this 
disease has not only given us a most valuable 
method of treatment, but has stimulated work in 
the treatment of syphilis by non-specific means, 
which in time may produce something more valu- 
able than malaria itself. 

In the majority of cases the spinal fluid is 
altered by reduction of cells; by diminution in 
total protein; often by reduction in the strength 
of the Wassermann reaction, and a modification 
or reduction in the colloidal gold curve. Clinical- 
ly the results are at times startling, at other 
times disappointing, but on the whole the remis- 
sions have been more lasting, the mortality less, 
and the incidence of economic recovery mark- 
edly increased. The usual reported clinical re- 
coveries from different studies by recognized 
authorities have ranged from 25 to 50 per cent. 
It must be remembered that these cases are prac- 
tically all advanced to the degree of requiring 
hospital care, showing unmistakable mental 
symptoms and are economically totally incapac- 
itated. 

Pathologically paresis is characterized by 
thickening of the dura and pia arachnoid; a 
flattening and atrophy of the convolutions, es- 
pecially of the frontal and parietal lobes, with 
some thinning of the cortex and loss in brain 
weight. There is increased vascularization of the 
cortex, and perivascular infiltration with round, 
plasma and mast cells. There is also a generalized 
proliferative glial reaction, and the nerve cells 
show all stages of degeneration. Inflammatory 
reactions are also found around groups of spiro- 
chetes within the substance of the brain. Areas 
of softening are also found secondary to peri- 
and endarteritic changes. There is considerable 
disorganization of the cortical layers and disap- 
pearance of the tangential and association fibers. 


*Thesis presented before the Minnesota Academy of Medi- 
cine, February 11, 1931. 


Degenerative changes may also occur in the basal 
ganglia, brain stem, and in the cerebellum. Jacob 
has pointed out that in paresis the tissue fails to 
react with sufficient strength against the spiro- 
chete and thus fails to produce the typical gum- 
ma, or characteristic granuloma. The miliary 
gummata occasionally found are considered by 
him to be specific and successful reactions against 
the infection. When this infection is severe, or 
the reaction weak, the process becomes malig- 
nant, and is represented by the non-specific dif- 
fuse reaction of paresis. 

Spielmeyer has emphasized the important con- 
ception of two fundamental types of lesions 
found ; the vascular (mesodermic) and parenchy- 
matous (ectodermic). He has also emphasized 
the independence of these two types, and the im- 
portance of considering them separately in study- 
ing and comparing the pathological and clinical 
findings after treatment with malaria. 

Just how malaria acts on the paretic brain has 
not been definitely settled. Freeman reported 
that during the early stages of treatment the in- 
flammatory reaction appears to be exaggerated. 
He also believes that there is organization of the 
perivascular exudate, and finally a reconstruction 
of the cortical laminations. Many authorities 
have denied an exacerbation of the process, as 
well as the existence of a “healing inflammation.” 
Stratisler and Koskinas described the regression 
of the pathologic process and a stationary ap- 
pearance of the lesions, comparable to the picture 
of stationary paresis described by Alzheimer. 
They interpreted their findings as due to the non- 
specific and malignant forms of the paretic re- 
actions undergoing a change into a more benign 
form. Kirschbaum thought that the malaria acts 
by simple reduction and moderation of the in- 
flammatory exudate. Ferrarro from a study of 
twenty-nine paretic brains concluded that the 
beneficial influence of malaria was chiefly ex- 
hibited in its effect on the inflammatory reaction. 
This change consisted in diminution of the 
exudate, and in the reduction of the new blood 
vessels. Its influence on the parenchymatous 
changes are less definite, but in favorable cases 
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the beneficial influence is evident on both ecto- 
dermic and mesodermic reactions. He found no 
parellelism between the clinical course and the 
vascular reactions, but he did find a rough 
parallelism between the clinical course and the 
a subsidence of some of the parenchymal re- 
actions. 

In considering the subject of paresis it is 
necessary to consider the sequence of events fol- 
lowing the intial infection. Brown and Pearce 
have shown experimentally that within a few 
days spirochetes may be secured from the heart, 
blood and lymph glands of rabbits. Dissemina- 
tion of the organism probably takes place from 
the lymphatic system to the peripheral blood 
stream. From the blood stream they seek more 
favorable surroundings and after a second period 
of incubation in their new locations the tissues 
react with the secondary outbreak. At this time 
the immune reaction takes place. With the re- 
gression of the secondary lesions, the vast ma- 
jority of organisms are killed by this natural de- 
fense. This immunity may prevent the organisms 
harbored in the lymph glands from being thrown 
off, or it may destroy those that later escape 
from these foci. The duration of this process 
varies from three to twelve months, and from 
then on the disease is latent. The Treponema 
pallidum probably is not neurotrophic, but in- 
volves the central nervous system by vascular 
routes as a consequence of the general infection. 
The spirochete has been demonstrated in the 
spinal fluid with otherwise normal spinal fluid 
findings. The same phenomenon has been dem- 
onstrated in rabbits. The reason for the inci- 
dence of neurosyphilis probably is accounted for 
by the nature of the soil on which infection takes 
place. Brown and Pearce have suggested that all 
tissues are not equally protected by the general 
reaction which occurs during the early stages of 
a syphilitic infection, and that certain tissues, 
which fail to receive this protection, may be ca- 
pable of only a slight degree of self-protection. 
They believe that this holds true for reactions 
in expefimental animals, and that this local im- 
munity, or lack of it, may explain the incidence 
of neurosyphilis in man. 

Filder, Maitland and Parnell in a study of 
1,314 cases of early syphilis found a pleocytosis 
in the spinal fluid in 14 per cent during the pri- 
mary stage, in 21 per cent during the late pri- 
mary, and in 30 per cent up to eighteen months 
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following infection. The spinal fluid Wasser- 
mann reaction was positive in 3 per cent of the 
late primary cases, and in 6 per cent up to eight- 
een months. Fordyce and Moore also found in 
their series that the time of involvement of the 
central nervous system reached its maximum by 
eighteen months following the initial infection. 
From then on the disease is latent, and is known 
as latent, or asymptomatic neurosyphilis. In 
some cases the disease may never again become 
clinically active. However, should such a patient 
die at any time, a thorough microscopic exami- 
nation will reveal the presence of small latent le- 
sions which vary greatly in degree and extent. 
Warthin has stated that in no case of latent neu- 
rosyphilis has he found an absolutely inactive 
syphilitic infection. In nearly 100 per cent of 
these cases he found focal lesions in the men- 
inges. There is apparently a slow progressive de- 
velopment of spirochete localization, with heal- 
ing and fibrosis. They are found most frequent- 
ly over the parietal, temporal and frontal lobes. 
According to Warthin they vary greatly in size 
and show every degree of transition between 
mild fibrosis to clinically active and more exten- 
sive involvement of the meninges. In the brain 
he found small localized areas of perivascular in- 
filtration, similar to those found in the lesions in 
cases of paresis and cerebral syphilis. They are 
usually few in number, and very small in size, 
and they are found most frequently in the neigh- 
borhood of the frontal and parietal lobes, and 
especially in the neighborhood of the ventricles. 
The important consideration in latent, or asymp- 
tomatic neurosyphilis, is that active, progressive, 
pathological changes are present in the central 
nervous system as a consequence of syphilitic in- 
fection. 

It is readily evident that the only means of 
diagnosing latent, or asymptomatic neurosyphilis, 
is by examination of the spinal fluid. For this 
reason no patient should be discharged from 
treatment of acute syphilis without such an ex- 
amination. The ideal situation would consist of 
spinal fluid examination during treatment, and 
within a reasonable period up to five years fol- 
lowing. The presence of an early positive fluid is 
a serious thing, and the failure of the profession 
at large to recognize this fact constitutes, in my 
opinion, one of the major reasons for the preva- 
lence of clinical neurosyphilis. As a rule, the 
more marked the fluid changes, the longer it 








in 


PARESIS AND MALARIA—RUHBERG 


takes to reduce it to normal. Also the more 
marked the fluid changes, the more serious is it 
to the patient. Usually the ordinary methods of 
treatment are sufficient for minimal and interme- 
diate changes. However, the treatment should be 
guided by fluid findings, and many cases will 
require more intensive treatment than others. 

In this consideration it is interesting to note 
Moore’s findings in insufficiently treated cases of 
latent neurosyphilis. He found that inadequate 
treatment caused an increase in the group show- 
ing the paretic formula. This may explain the 
earlier onset and, according to Nonne, the in- 
crease of paresis following the introduction of 
salvarsan. It is with this group of cases show- 
ing the paretic formula, a four plus Wassermann 
a paretic gold curve, increased cells and globu- 
lin, that we are particularly interested in this dis- 
cussion. I know of no large group of cases of 
latent syphilis of this type which has been ade- 
quately studied. It is essential that titered Was- 
sermann reactions be done; that colloidal gold, 
or similar reactions, be used to bring out the 
paretic curve, and definitely separate this group 
from ordinary asymptomatic neursosyphilis. I 
am unaware from a search of the literature of 
such a study having been done in a large group 
of cases extending over a period of a decade. 
When we consider that paresis usually exhibits 
itself clinically fifteen to twenty years after in- 
fection, the need for further investigation of the 
fate of these individuals showing the paretic 
formula is realized. In a series of thirty-six such 
patients under Moore’s observation for only 
eight years, only 27 per cent can be regarded as 
clinically and serologically well; thirty-three per 
cent have developed clinical neurosyphilis, and in 
40, per cent the status is questionable; seven 
have developed paresis, and three tabes. It was 
found that the usual methods of treatment were 
of no avail, and those that did show a satisfac- 
tory fluid reduction took on the average forty 
months’ intensive treatment, and in many ma- 
laria and tryparsamide were needed. This excel- 
lent but unfinished study by Moore of a small 
group of these cases, over a comparatively short 
time, gives an indication, at least, of the serious 
prognosis and grave danger of subsequent rui- 
nation by parenchymatous neurosyphilis. 

The early asymptomatic cases are in the hands 
of the syphilographers and general profession. 
The majority still go unrecognized as such. The 
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neurologist, as a rule, does not see them until 
many years later, when clinical signs are evi- 
dent, and in many the destruction has progressed 
to such an extent that cure, or even alleviation, 
is frequently impossible. If results are to be im- 
proved, these cases must be diagnosed and treated 
earlier than at present. It is essential that not 
only clinical results be obtained, but that the se- 
rology be reduced to normal if possible. 

Just when paresis begins is extremely hard to 
determine. Theoretically speaking, the preparetic 
stage extends from the time of initial infection 
until the frank appearance of paresis. The first 
stage is asymptomatic or latent; the second stage 
has been described by Jellife as neurasthenic. 
During this stage neurasthenic symptoms appear 
with very fine gradations of personality and con- 
duct changes. The correct diagnosis of this stage 
is paresis sine paresii. After a variable period 
of time the mental symptoms make their appear- 
ance, and it is in this period, usually fifteen to 
twenty years after the initial infection, that the 
diagnosis is made and serious treatment begun. 

The treatment of paresis may be said to be an 
attempt to prevent as much as possible paren- 
chymatous destruction in the brain. Logically to 
do this most successfully the attempt must be 
made before destruction has markedly pro- 
gressed. In other words, we must recognize the 
potential case and treat it accordingly. Because 
I believe that malaria is, at present, the most ef- 
fective method in treating paresis, I advocate its 
use in all suitable cases of neurosyphilis showing 
a paretic formula which fails to reduce after a 
reasonable trial with the usual methods. The 
following cases are illustrative: 


CASE REPORTS 


Case 1—A male, aged 43, married, was first seen in 
May, 1925. 
vious. 


He had had a chancre twenty years pre- 
He had the usual secondaries, and received in- 
adequate treatment. In 1922 he noticed his left hand 
closed on him occasionally while working. In August, 
1923, he suddenly became unconscious. On coming to, 
He 
recovered the use of his arm and hand in a few days, 
and since then has had no recurrence of these spells. 
He stated, however, that when he got nervous he lost 
some control of the left hand, and it would shake. 
He suffered frequently from headaches during the last 
two or three years. He had no girdle or lightning 
pains, and had no trouble in handling the legs. In 1925 
he made an application for and was refused life in- 
surance. He then consulted the late Dr. Sweeney and 
myself on May 6, 1925. 


he was drowsy and his left arm was paralyzed. 
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On examination his pupils did not react to light. 
The right was larger than the left. Test words were 
well enunciated. The strength in the right and left 
upper extremities was equal. The abdominal and cre- 
masteric reflexes were present. The right knee jerk 
was one plus; the left three plus. Achilles reflexes were 
both present. There was no clonus or Babinski; the co- 
ordination was good, and the fundi were normal. Spi- 
nal fluid examination showed cells 45; gold sol. 
4423120000; Wassermann 4 plus; globulin positive; 
blood Wassermann 4 plus. He received active and 
continuous treatment until December 12, 1927, when the 
spinal fluid showed cells 18; Nonne ++; Wasser- 
mann ++; mastic +; gold sol. 55555540000; blood 
Wassermann negative. His subjective symptoms in the 
meantime had cleared up, and he felt well. He was 
discouraged about the results from two and a half 
years continuous treatment, for although some im- 
provement was obtained in reducing somewhat the 
strong Wassermann reaction, yet the gold curve was 
unmistakably stronger in the paretic zone, and the 
fluid on the whole showed the paretic reaction. 

In January, 1928, he was inoculated with malaria. 
He had ten paroxysms, during which his temperature 
varied from 103 ‘to 106. He made an uneventful re- 
covery, and returned to work in April, 1928. His 
health improved, he gained ten pounds in weight, and 
he stated eight months after the malaria that his health 
was better than it had been in years. On September 2, 
1929, spinal fluid cells were 2; Wassermann negative; 
globulin a trace; gold sol. negative; blood Wasser- 
mann negative. In September, 1930, the fluid con- 
tinued negative, and he is in good health. 

At no time could this man have been diagnosed as 
a clinical case of paresis. Dry, Sweeney and I thought 
he was a potential case, and that there was grave dan- 
ger of his later developing paresis. For this reason, 
when prolonged treatment of tryparsamide and ar- 
sphenamine failed to reduce the fluid to normal, he was 
given malaria. It accomplished the desired results, and 
so far, at least, he seems to be out of danger. With a 
negative fluid, his chances of escaping this fate are 
probably much improved. 

Case 2.—A single man, aged 43, admited a gon- 
orrheal infection fifteen years previously. For the past 
two years, he had had several spells during which he 
developed a weakness of the left arm and leg. He also 
said his head felt “wooden” at times, and he said he 
noticed that his memory was rather poor, and he 
would have trouble in concentrating on his work. He 
was rather apprehensive during these spells, which 
would last for a few days, and at one time he had the 
fear that he was going to lose his mind. He consulted 
his doctor, who made a diagnosis of neurosyphilis, and 
gave him treatment with arsphenamine and bismuth 
for a year and a half. He was referred to me for ex- 
amination in September, 1929. The pupils reacted slug- 
gishly to light. There was an internal strabismus of 
the left eye. His speech was normal. There was a 
slight tremor of both hands. The right optic disc was 
somewhat pale. Spinal fluid showed Wassermann 3 
plus; gold sol. 555543000; globulin one plus; cells 18. 
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His mental reactions seemed slightly sluggish to me, 
but he showed no memory defects to recent or past 
events, nor any malignant mental signs. He was some- 
what apprehensive about losing his mind, and he stated 
that mental work was harder for him. Treatment with 
malaria was advised. This was given in November, 
1929, and he had five severe chills, accompanied by 
marked prostration. His blood pressure went from 130 
to 90, and the treatment was then terminated with 
quinine. He made a prompt recovery, and returned to 
work in January, 1930. His health was improved, and 
he was elated over the results of the treatment. He 
told his physician that he was better than he had 
been for the last four or five years. I reéxamined him 
in October, 1930, and found his pupils reacted prompt- 
ly, the strabismus remained the same, there were no 
tremors, and the examination was otherwise negative. 
The spinal fluid was examined by the same laboratory 
as formerly, and it was reported normal. 

This man had developed a hernia in July, 1930. In 
November, 1930, he had this hernia repaired. Unfor- 
tunately, he developed pneumonia a few days follow- 
ing operation and died. An autopsy could not be ob- 
tained. This is also a case of neurosyphilis showing a 
paretic formula of the spinal fluid, which was reduced 
by malaria when the ordinary methods failed. At no 
time could a clinical diagnosis of paresis have been 
made. 

Case 3—A man, aged 29, consulted me December 6, 
1928, complaining of occasional dizzy spells during the 
past two months. He also complained of occasional 
pain in the back of the neck, nervousness and fatigue. 
He gave a history of a chancre seven years ago, and 
during the year following he stated he had pain in the 
back of the neck. He received inadequate treatment. 
The present pain reminded him of the previous one, and 
he thought there might be some connection between 
the two. 

The physical examination was negative. I found his 
pupils reacted to light and accommodation, and from 
an objective standpoint a diagnosis of asymptomatic 
neurosyphilis could be made. His spinal fluid showed 
Wassermann 4 plus; cells 52; gold sol. 5555542000; 
globulin 2 plus. He received thirty-eight treatments of 
tryparsamide, and about the same number of bismuth. 
In May, 1930, the blood Wassermann was positive. The 
gold curve was still strongly paretic; the spinal Was- 
sermann was 4 plus; and cells 18; globulin 1 plus. Dur- 
ing this course of treatment his subjective symptoms 
improved somewhat as far as the dizziness and pain 
were concerned. However, he still had spells of fa- 
tigue, and afforded a typical neurasthenic picture. 

He was given malaria in June, 1930. In December, 
1930, he reported that he has been working steadily 
since August, and that he felt much better. He is not 
suffering from so much nervousness and seems very 
grateful for what has been done for him. A spinal 
fluid examination on December 31, 1930, still shows a 
strongly positive fluid. The only improvement being 
noted is a reduction of cells from 18 to 4, and a 2 plus 
globulin reduced to a slight trace. The Wassermann 
reaction and colloidal gold remain the same as they 
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were six months ago, prior to the malaria. He has had 
no other treatment since he had the malaria, but his 
spinal fluid finding will be checked at least yearly if 
possible. 


Two of these cases were unmistakably neuro- 
syphilis from a clinical standpoint. One is of the 
asymptomatic type from an objective sense. 
There was nothing characteristic about his com- 
plaints. In all three strong paretic type fluids 
were found, and the usual methods of treatment 
were unavailing after a fairly reasonable trial. 
Malaria reduced the spinal fluid findings in two, 
and has partially reduced the third within six 
months. They illustrate the type of case which, 
in my opinion, is best suited for malarial therapy, 
which constitutes the ideal method, for the pres- 
ent at least, of treatment of paresis. I am per- 
fectly aware that perfection will never be ob- 
tained in the treatment of this disease, but the 
least we can do is to strive for the ideal. It may 
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be occasionally possible to accomplish this by the 
method of treatment above described. 

Final conclusions, of course, cannot be drawn 
from an investigation of three cases of this type. 
However, it may be concluded that to diagnose 
the more serious form of asymptomatic and 
symptomatic neurosyphilis, thorough spinal fluid 
examinations are necessary. Furthermore, these 
fluids are exceedingly hard, and often impossi- 
ble, to reduce by ordinary treatment, but malaria 
can often accomplish this when other methods 
fail. Finally, it must be concluded that to derive 
the maximum benefit the treatment of paresis 
must be instituted before much parenchymal 
damage has been done. In order to accomplish 
this, the use of malaria in those cases which are 
in grave danger of later developing the disease, is 
advocated. 

821 Lowry Bldg. 





NEW MENINGITIS ORGANISMS DISCOVERED 


A new group of epidemic cerebrospinal meningitis 
germs has been discovered at the National Institute of 
Health at Washington during studies conducted under 
the direction of the United States Public Health Serv- 
ice. This is the fifth group of these dangerous germs 
to become known. 


During the last five years there has been more of this 
infectious disease in the United States than at any 
time since the World War. A wave of epidemic cere- 
brospinal meningitis has traveled slowly across the 
United States from the Pacific Coast, Dr. Sarah E. 
Branham, engaged in meningitis research at the Na- 
tional Institute of Health, said in remarking on the 
discovery. This wave manifested itself in severe out- 
breaks in many centers of population—as, for example, 
in Salt Lake City, Chicago, Memphis, Detroit, Indian- 
apolis, Philadelphia, and New Haven. 

The new group of meningitis germs was found while 
Dr. Branham and her co-workers were endeavoring to 
find an improved serum for the treatment of this dis- 
ease. They were engaged at the time in examining 
more than 400 cultures from epidemic cerebrospinal 
meningitis collected from various sections of the coun- 
try where flare-ups had appeared. 

Outbreaks of cerebrospinal meningitis often seem to 
be spontaneous and are sometimes widely separated, 
Dr. Branham pointed out, because only a few indivi- 
duals out of many persons who may carry the germs 
of spinal meningitis in the respiratory tract actually 


may contract the disease. These carriers, though, may 
spread the infection. 

The germs of this disease are grouped according to 
“strains.” Not all strains are alike in their power to 
produce the disease. Some are very virulent and deadly 
and more apt to cause a fatal form of the disease than 
other strains. More than 50 per cent of the cases in 
the recent epidemics of cerebrospinal meningitis have 
been fatal in some localities, while in other cities the 
deaths have been fewer. 

Although primarily a disease of children, epidemic 
cerebrospinal meningitis affects adults also, especially 
those living under crowded conditions and following a 
radically changed routine of life. Such conditions 
aided widespread and fatal outbreaks of epidemic cere- 
brospinal meningitis during the World War among 
soldiers encamped in this country and abroad. 

Although the “meningococcus,” as this germ is called, 
was discovered by Weichselbaum in 1887, the fact that 
all strains were not alike was first recognized by the 
French bacteriologist, Dopter, in 1909, and recognition 
of the first four groups of cerebrospinal meningitis 
germs was made by Dr. M. J. Gordon, a British phy- 
sician, and his co-workers, during the World War. The 
majority of the “strains” sent to the National Institute 
of Health during the recent epidemics in the United 
States have been found by Dr. Branham and her asso- 
ciates to fall into the four groups of Gordon. The 
new fifth group has been found to be predominant in 
some parts of the Middle West. 


U.S. F. HS. 





THE PATHOLOGY AND PATHOGENESIS OF OCULAR 
MELANOMATA* 


WattTeR E. Camp, M.D., F.A.C.S. 
Minneapolis 


6 Kee term melanoma is used in the present 

study to designate all pigmented or pigmen- 
tiferous (potentially pigmented) tumors which 
are primary in the various coats of the eyeball. 
Such a group includes pigmented and unpig- 
mented nevi of the ocular conjunctiva; pigment- 
ed and unpigmented sarcomata of the iris, ciliary 
body and choroid. In the older literature these 
tumors of the uveal tract were called leukosar- 
coma and melanosarcoma. 

Ocular melanomata form a part of a larger 
group of pigmented tumors which are also found 
to be primary in the skin, meninges, rectum and 
adrenals. The bizarre appearance of this entire 
group, including those of the eyeball, is well 
known. In their histological appearances they 
may simulate a sarcoma, carcinoma, angioma, 
endothelioma and nephroma or hypernephroma. 
It is because of this pleomorphology that the 
pathogenesis of the ocular melanomata has been 


and still remains in a large majority of cases 
quite obscure. 


EPIBULBAR MELANOMATA 


Epibulbar pigmented tumors usually develop 
in situ in the bulbar or palpebral conjunctiva. In 
some cases, however, the growths in this location 
are due to extraocular extension of an intra- 
ocular pigmented tumor. 

Primary epibulbar melanomata or nevi are 
congenital and benign but may become highly 
malignant. In structure and appearance they are 
very similar to nevi of the skin. Nevi of the con- 
junctiva most frequently occur in the bulbar con- 
,. junctiva just posterior to the limbus. In the ma- 
jority of cases they are heavily pigmented, but 
in rare instances show little or no pigment even 
after study with serial sections. Grossly the nevi 
are black or reddish-brown spots of variable size. 
They are always smooth and may be flat or 
slightly raised and gelatinous looking. 

In their histological appearance the conjunc- 
tival nevi resemble very closely those of the skin. 
The conjunctival epithelium is prolonged down- 


*Thesis read before the Minnesota Academy of Medicine, at 
its regular monthly meeting of March 11, 1931. 


ward into the underlying connective tissue in the 
form of cords or club-like expansions which 
form a network or (as it appears in sections) 
nests of rounded or polygonal cells—the so-called 
nevus cell. In many instances the nests of nevus 
cells are surrounded by numerous small blood 
vessels and blood spaces, giving the appearance 
of an angioma or vascular nevus. In other cases 
cystic spaces of variable size are formed in the 
cords or nests of nevus cells, forming a cystic 
nevus. Pigmentation is quite marked in the ma- 
jority of cases. The granules of melanin are 
found both intra- and extra-cellular. The sur- 
face or outermost layer of cells usually shows 
more pigmentation than the deeper layers. 
Owing to the polymorphic nature of the nevus 
cell, its origin has furnished a problem of long 
debate. Unna, Post, Wieting, Dawson, and Bro- 
ders and McCarthy believe that the nevus cells 
have their origin from epithelium. Ribbert, on 
the contrary, believes the nevus cells have their 
origin from the pigmented branching connective 
tissue cells or chromatophores of the corium. 
Recklinghausen believes they have origin from 
the endothelial cells of the lymph vessels. 
Dawson, in his recent monograph on the mel- 
anomata, shows very clearly, both in the cuta- 
neous and conjunctival melanomata, the origin 
of the tumor cells from the rete cords of the sur- 
face epithelium. The basal cells of the rete cords 
proliferate and form intraepithelial cell nests. 
These nests enlarge, break through the basement 
membrane, and form club-like expansions which 
grow down into the underlying connective tissue 
in anastomosing cords, forming a reticulum of 
tumor cells. In its subsequent development the 
melanoma usually assumes one of three forms. 
1. The cell nests grow down into the under- 
lying connective tissue, retain their round or 
polygonal shape, arrange themselves in an alve- 
olar or acinous grouping resembling an epithelio- 
ma or carcinoma. 
2. The cell nests break up and form a syn- 
citium of elongated branching cells resembling a 
sarcoma. 
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3. The cell nests form a syncitium of branch- 
ing elongated cells which become permeated by 
new formed capillaries simulating an endotheli- 
oma. 

The majority of congenital nevi of the con- 
junctiva, like those of the skin, remain benign 
and undergo fibrosis and degeneration. The 
three preceding forms just described represent 
processes which may develop as a result of ma- 
lignant change. Other characteristics of malig- 
nancy are increase in size of the tumor, increased 
vascularity, hyperchromatic nuclei, and numer- 
ous mitotic figures. 


INTRAOCULAR MELANOMATA 


Intraocular melanomata have their origin in 
the tissues of the uveal tract, i.¢., the iris, ciliary 
body, and choroid. In rare instances primary 
melanotic growths have been described as aris- 
ing in the sheath of the optic nerve. The intra- 
ocular melanomata are usually primary, a search 
of the literature revealing only three instances 
of metastatic melanoma reaching the eye by me- 
tastasis from cutaneous melanomata. The most 
recent of these was reported by Cordes and Hor- 
ner at the last session of the American Medical 
Association. In all of these metastatic cases the 
eyes became involved as a part of a generalized 
melanosis. 

Nevi or benign melanomata of the iris are not 
infrequent. They may involve any part of the 
iris, but are more commonly situated near the 
pupillary margin. They may be single or mul- 
tiple, and are of variable size. Grossly they ap- 
pear as flat pigmented spots or small circum- 
scribed tumors. 

‘Microscopically nevi of the iris resemble very 
closely those of the conjunctiva and skin. The 
nevus cells may simulate those of carcinoma, sar- 
coma, or endothelioma. Since there is no epithe- 
lium on the surface of the iris, the origin of these 
nevi has furnished considerable discussion. 
Knapp in 1869 described a circumscribed new 
growth in the iris consisting of branching anas- 
tomosing cells, mostly pigmented, which he 
thought developed from the chromatophores nor- 
mally found in the iris. Fuchs and Anargyros 
described diffuse, deeply pigmented tumors in 
the iris stroma which they believe develop from 
the pigment epithelium of the iris. These most 
frequently are located at the pupillary margin 
of the iris, where two layers of the secondary 


optic vesicle unite. A marked proliferation of 
the pigment epithelium in this region is normally 
present in the iris of the horse. 

These melanotic spots in the iris are practical- 
ly always benign and remain unchanged for 
years. Occasionally, however, they become ma- 
lignant and develop into tumors which in most 
cases resemble sarcomata. Rare examples in 
which the tumor cells resemble endothelioma and 
carcinoma are described. In our collection we 
have one specimen of a well developed circum- 
scribed nevus which shows beginning malignant 
change. 

Primary malignant melanoma or so-called sar- 
coma of the iris is rare. According to Fuchs only 
about 6 per cent of all malignant melanomata in- 
volving the uveal tract are found in the iris; 9 
per cent are found in the ciliary body and 85 per 
cent in the choroid. The iris is frequently in- 
volved secondarily by direct extension of mela- 
nomata from the ciliary body and occasionally 
from the choroid. Primary malignant melanotic 
tumors of the iris are usually of the diffuse type, 
as contrasted to the globular circumscribed 
growths of a similar nature which involves the 
ciliary body and choroid. 

It has been shown by Treacher, Collins, 
Ewetzky, Hirschberg, Hosch, Whiting, and 
others that many of these malignant tumors of 
the iris develop from congenital nevi which have 
been quiescent for many years. Dawson believes 
that malignant melanomata of the iris can de- 
velop from any of the pigmented tissues of the 
iris. This would include the chromatophores, the 
pigment epithelium and congenital nevi. From a 
study of the literature and from a study of the 
specimens at our disposal, it is evident that only 
rarely can it be shown that these tumors arise 
from the pigment epithelium of the iris. 

While the majority of malignant melanomata 
of the iris are diffuse growths, occasionally they 
are nodular in character and quite vascular. In 
some instances the growth may form multiple 
nodules scattered through the stroma of the iris. 
These in all probability represent localized me- 
tastases through the blood vessels or lymph 
spaces. In rare cases the tumor may spread dif- 
fusely throughout the entire circumference of 
the iris forming a so-called annular or ring sarco- 
ma. Annular malignant melanomata of the iris 
are very rare. The first reported case was by 
Solomon in 1882. Since that time only eight 
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similar cases have been reported in the litera- 
ture. One of these cases was reported by Dr. 
W. R. Murray in the American Journal of 
Ophthalmology for 1927. I had opportunity to 
make a rather complete pathological study of the 
eye in this case and for this reason wish to re- 
port it in detail. 


The case is that of a farmer boy, nineteen years old, 
who came to the University Hospital complaining of 
gradual loss of vision in the left eye for a period of 
three weeks. His parents had noticed a change in the 
color of the iris in this eye about one year previously. 
There was no history of injury and there had never 
been pain or discomfort at any time. 

Examination showed a mild injection of the bulbar 
conjunctiva and anterior ciliary vessels. The anterior 
chamber was very shallow; the pupil was dilated and 
immobile. The iris showed scattered areas of deep pig- 
mentation extending from the root of the iris to the 
pupillary margin and involving its entire circumfer- 
ence. The pigmented spots were of variable size, and 
were not raised above the level of the surface of the 
iris. The lens showed a few pigment spots on its an- 
terior surface. There was deep glaucomatous cupping 
of the optic disc and secondary atrophy of the optic 
nerve. The intraocular tension was 45 mm. Hg. Vi- 
sion was reduced to light perception. The right eye 
was normal and had normal vision. The eyeball was 
enucleated and showed the following gross and micro- 
scopic pathology: Gross diameters of the eyeball were 
about normal. The cornea was clear. The anterior 
chamber was very shallow. The pupil was dilated and 
oval in outline. The iris was thickened in its peripheral 
portion and adherent to the cornea throughout its en- 
tire circumference, completely obliterating the filtration 
angle. There were’ no circumscribed nodules to be 
found in the iris. Pigmented areas were present on the 
surface of the iris extending from the periphery to 
the pupillary margin. The lens was slightly pushed 
forward, but was clear except for a few pigment spots 
on its anterior capsule. The vitreous was clear; the 
retina and choroid appeared normal. The optic disc 
was deeply cupped. 

A portion of the eyeball was embedded in paraffin 
and a portion in celloidon and serial sections cut at 
intervals of 10 to 15 micra. The corneal epithelium, 
Bowman’s membrane, corneal stroma, and endothelium 
were normal. The conjunctival vessels at the limbus 
were congested but there was no chemosis nor evi- 
dence of epibulbar extension of the growth. The root 
of the iris was uniformly thickened and adherent to 
the cornea for a distance varying from 0.5 to 1.5 mil- 
limeters. The thickening of the iris was due to a dif- 
fuse tumor involving the entire circumference of the 
iris and extending onto the posterior surface of the 
cornea and also for a short distance into the ciliary 
body. The tumor was composed of round and spindle- 
shaped cells, many of which were deeply pigmented. 
In some places where the cells were more densely 
packed there was a tendency to alveolar formation. 
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There were a few mitotic figures present. There were 
no giant cells, hemorrhage or necrosis. The tumor 
cells extended into the meshes of the pectinate liga- 
ment and into the ciliary body for a short distance. 
In a few sections the tumor cells were found extend- 
ing into the sclera along the anterior ciliary veins. 
The ciliary body was thinned and atrophic. The optic 
disc showed deep glaucomatous cupping and secondary 
optic atrophy. The diagnosis was annular malignant 
melanoma of the iris involving the cornea and ciliary 
body; secondary glaucoma; secondary optic atrophy. 
The origin of the tumor cells in this case could not be 
ascertained, but from the character of the cells and 
the history of slow onset, it was probable that the 
growth developed from a preéxisting congenital nevus 
or possible multiple nevi. 


About 9 per cent of all intraocular malignant 
melanomata are found in the ciliary body. In the 
vast majority of cases the tumor assumes a cir- 
cumscribed globular shape or becomes pyramidal 
in outline, resembling the shape of the ciliary 
body itself. In rare cases the tumor is flat and 
infiltrating in character and may encircle in part 
or entirely the circumference of the ciliary body, 
similarly to that just described in the iris. Only 
about fifteen cases of annular malignant melano- 
mata of the ciliary body have been reported in 
the literature. 

Melanomata of the ciliary body practically al- 
ways involve the adjacent iris and choroid by di- 
rect extension. When the growth is located in 
the posterior portion or flat part of the ciliary 
body it is often difficult to determine whether it 
originated in the ciliary body or choroid. Retinal 
detachment, which develops so early in choroidal 
melanomata, comes very late or not at all in cili- 
ary melanomata, especially when the tumor is lo- 
cated in the anterior part of the ciliary body. 

The majority of ciliary melanomata are pig- 
mented. These form the group of so-called mela- 
notic sarcomata. Pigmentation is due to the pres- 
ence of brownish-black granules of melanin 
found both in the cell cytoplasm and intercellular 
stroma. The cell types in the pigmented tumors 
are similar to those unpigmented. The degree of 
pigmentation and its distribution vary consid- 
erably. In some cases only a few cells are pig- 
mented, while in others the whole tumor is so 
deeply pigmented it is difficult to study the cell 
structure. In other cases one portion of the tu- 
mor may be entirely free of pigment, while an- 
other is heavily pigmented. 

About 85 per cent of all intraocular malignant 
melanomata have their origin in the choroid. 
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They may originate in any portion of the cho- 
roid, but are much more common in its posterior 
half. Fuchs states that 85 per cent of the choroi- 
dal melanomata are posterior to the equator of 
the globe. The majority of choroidal melanoma- 
ta are circumscribed rounded growths that break 
through the lamina vitre (Bruck’s membrane) 
and fill the greater part of the vitreous cavity. 
From its point of origin the tumor spreads lat- 
erally, forming a lenticular or disc-shaped 
growth which gradually thickens and ruptures 
the glass membrane. After reaching the vitreous 
chamber the tumor grows more rapidly and ex- 
pands into a mushroom-shaped mass, pushing the 
retina forward. The retina early become de- 
tached by serous exudate over an area consid- 
erably larger than the tumor. Finally complete 
axial separation occurs. Occasionally the retina 
becomes invaded by a rapidly growing tumor. 

In rare instances choroidal melanoma develops 
as a flat diffuse infiltrating growth involving a 
large area of the choroid, but forming no circum- 
scribed growth. Owing to the flatness of the 
growth, the retina is usually not separated until 
very late, and the lamina vitre remains intact. 
This type of growth is similar to the annular or 


ring tumors found in the iris and ciliary body. 

The histology of choroidal melanomata is very 
similar to that of the ciliary body. Some of these 
growths show numerous new formed blood ves- 


sels and large blood spaces. These are often 
called angiosarcomata. Due to their rapid 
growth, when once they rupture the lamina vit- 
rz, necrosis is commonly found. In some cases 
the greater part of the tumor may be necrotic. 

The minute structure and cytology of malig- 
nant melanomata varies considerably, not only in 
different tumors, but also in different areas of 
the same tumor. In the literature most classifi- 
cations are based upon the shape and arrange- 
ment of the individual cells and their degree of 
pigmentation. Fuchs, in his monograph on tumors 
of the uveal tract, enumerated fourteen types. 
Kerschbaumer listed six, while Lagrange recog- 
nized two main groups: (1) the pigmented and 
non-pigmented sarcomata; and (2) the endothe- 
lial sarcomata or tumors supposedly originating 
in the endothelium of the perivascular lymph 
spaces. 

In the rapidly growing, circumscribed tumors, 
the predominating cells are spindle-shaped, often 
closely packed together, with little or no pigment. 
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and a goodly number of mitotic figures. This 
type of tumor is the leukosarcoma of the old lit- 
erature and closely resembles sarcoma found in 
any part of the body. The cells are elongated or 
fusiform in shape, of variable size and have a 
large chromatic nucleus. The cells are closely 
packed, with little or no stroma, and form bun- 
dles which interlace in various directions. In 
the smaller group of tumors the predominating 
cells are rounded or oval with blunt processes. 
The cells vary greatly in size, and when closely 
packed may be polygonal. Some tumors exhibit 
both spindle and round cells, forming a mixed 
cell type. In all of these types a few scattered 
multinucleated cells may be found. In rare in- 
stances, however, giant cells are abundant. 

The origin and nature of the pigment in mela- 
notic tumors has been the subject of long and 
elaborate investigation and much debate. It has 
been conclusively shown, I believe, that melanin 
is a direct result of cell metabolism. It is usually 
free from iron and sulphur, but rapidly unites 
with these elements, and for this reason may in 
some instances give the iron reaction. It occurs 
in granular or rod-shaped masses, both in the 
cell, and in the intercellular stroma. That mela- 
nin is a product of oxidation of its precursor 
melanogen which occurs as colorless granules in 
the cell cytoplasm is a generally accepted fact. 
Hibbert, Schieck, Gilbert and others have shown 
that unpigmented melanomata become pigmented 
when exposed to sunlight or through other pro- 
cesses of oxidation. The melanin in the urine in 
cases of melanuria is manifest only after oxida- 
tion of the melanogen. 

All intraocular melanomata show, in their de- 
velopment, four stages of growth. The first 
stage represents the early development of the 
growth before the onset of secondary glaucoma. 
The second stage is that of secondary glaucoma. 
The rise of intraocular pressure is due to one of 
two causes: (1) a blocking of the normal filtra- 
tion angle, either by tumor cells or by forward 
pushing of the lens and iris; (2) by obstruction 
of the vortex veins by direct pressure of the tu- 
mor. The preglaucomatous period may last from 
one-half to two years, depending upon the degree 
of malignancy of the growth. During this period 
there is usually no pain or other symptoms ex- 
cept loss of vision. The glaucomatous period 
usually lasts for only a few months and is ac- 
companied by pain and symptoms of secondary 
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inflammation. The third stage is that of extra- 
ocular extension, which in the case of flat, dif- 
fuse or infiltrating growths may come very early. 
Melanomata of the iris and ciliary body usually 
show extraocular extension along the anterior 
ciliary vessels which perforate the sclera at the 
limbus. Tumors in the posterior half of the cil- 
iary body and choroid show extraocular exten- 
sion along the vortex veins which are located 
at the equator of the globe. Tumors in the pos- 
terior half of the choroid show extension along 
the optic nerve and the posterior ciliary vessels 
and nerves which perforate the sclera around it. 

The fourth stage is that of metastasis. Metas- 
tasis may come very early, even before the on- 
set of secondary glaucoma. In other cases the 
metastasis may come very late. Cases are re- 
ported where metastasis has occurred eighteen 
years after enucleation. Metastasis is always by 
way of the blood vessels. The neighboring 
lymphatic glands are never involved. Local re- 
currence after enucleation is uncommon. In the 
older literature Parvel reported nine local recur- 
rences in eighty-nine cases. In more recent years 
the percentage of local recurrences is much less, 
probably due to earlier diagnosis, i.e., before the 
onset of extraocular extension. 

The most frequent site for metastasis is in the 
liver. Most cases show, however, multiple metas- 
tases involving the liver, lungs, stomach and 
other viscera. Metastatic melanomata may in- 
volve any organ or tissue in the body and quite a 
few cases of generalized melanosis have been re- 
ported. The metastatic growths frequently have 
little resemblance to the original tumor. The 
cells may be large, vacuolated and unpigmented, 
resembling those seen in nephroma or hyperne- 
phroma. They may assume the character of epi- 
thelial cells or of connective tissue cells, simu- 
lating either carcinoma or sarcoma. 

I wish to describe a case of malignant melano- 
ma of the choroid in which we were able to make 
a rather complete pathological study. 

The patient, a housewife, aged 54, reported for ex- 
amination, complaining of gradual loss of vision in 
the right eye following an injury twenty years pre- 
vious. For the past three years the right eye has been 
totally blind. She had had no acute pain but at in- 
tervals the eyeball had been red and tender. The left 
eye was normal with normal vision. About two months 
ago she noticed a small shot-like lump in the scalp and 
one in the skin over the ribs on the right side of the 
chest. These nodules were hard, freely movable, and 
slightly bluish in color. During the next few weeks 
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she noticed similar nodules developing ‘in the axillz, 
groins, and in the skin of the abdomen. She had no 
cough, no loss in weight, and felt perfectly well, except 
for the symptoms described above. 

Examination of the eye showed injection of the con- 
junctival and anterior ciliary vessels. The cornea was 
normal. The iris was thin and atrophic and pushed 
forward against the cornea, obliterating the anterior 
chamber. The pupil was irregular and eccentric and 
showed no reaction to light. The lens was cataractous, 
preventing an ophthalmoscopic examination. There 
was no light perception present. Tension was 60 mm. 
Hg. as compared to 20 mm. Hg. in the left eye. 
Transillumination of the globe showed the outer half 
opaque. Examination of the sclera showed a rounded, 
bulging mass perforating the sclera in the upper and 
outer portion near the equator. Aside from the skin 
nodules described above, the general physical exami- 
nation was negative. 

A diagnosis was made of malignant intraocular 
melanoma with multiple skin metastases. This was con- 
firmed by biopsy of one of the skin nodules and enu- 
cleation was done. Microscopic sections of the eyeball 
showed a large melanotic tumor involving the choroid 
and ciliary body, and showing extraocular extension, 
both at the equator, along the vortex veins, and also 
posteriorly along the optic nerve. Large areas of the 
tumor were necrotic and showed deep pigmentation. 
The tumor cells were both round and spindle-shaped. 


Six months after the enucleation the patient re- 
turned for examination. Her general physical condi- 
tion was good. The liver was not palpable and there 
was no weight loss. Examination of the urine for 
melanogen was negative. The skin nodules had in- 
creased in size and new ones formed at various places 
over the body. The socket of the enucleated eye 
showed a small, red, fleshy growth which on biopsy 
proved to be an orbital recurrence. During the fol- 
lowing nine months the patient gradually failed; the 
liver and spleen became enlarged and nodular. Death 
occurred fifteen months after enucleation. Autopsy 
showed generalized melanosis involving practically all 
of the viscera and serous surfaces. 


The possible origin of the tumor cells in mela- 
nomata of the choroid is a question which has 
long been discussed. Fuchs believes they have 
origin in the chromatophores of the external 
layers of the choroid—the layers of Sattler and 
Haller. Ribbert agrees with this view and pro- 


poses the name chromatophoroma. Knight, 
working with Broders at the Mayo Clinic, pub- 
lished a paper in 1924 in which she argues that 
the pigment found in the chromatophores of the 
choroid is phagocytised by these cells and is not 
a product of their metabolism. She believes the 
melanin is a product of the epithelial cells, prob- 
ably the pigment epithelium of the retina, and 
that melanotic tumors of the choroid are to be 
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considered as having their origin from ectoderm 
cells and should therefore be called melanocarci- 
noma. Dawson, in his monograph on melanoma- 
ta, describes thirteen cases of choroidal melano- 
mata. In twelve of these he was convinced that 
the tumors originated from the chromataphores 
of the vessel layers of the choroid. In the re- 
maining case, which showed great diversity of 
structure, he described the tumor as arising from 
the hexagonal pigment epithelium of the retina. 
Dawson also agrees with Knight and Broders 
that the so-called chromatophores of the choroid 
are derived from the pigment epithelium of the 
retina and are therefore to be considered ecto- 
dermal and not mesodermal in origin. 

Ewing, in his treatise on neoplasms, is inclined 
to the opinion that these melanotic tumors of 
the uveal tract may arise either from the pig- 
ment epithelium or the chromatophores. He is 
not convinced, however, that the chromatophores 
are epithelial in origin. In ciliary melanoma he 
found a splitting off of the heavily pigmented 
basal epithelial cells. 


From a study of the specimens at our disposal 
it would appear that the epibulbar growths take 
origin from the basal cells of the conjunctival 
epithelium similar to the process which occurs in 
the cutaneous nevi. The melanotic growths in 
the iris and ciliary body may arise directly from 
the pigment epithelium, or, as is more frequently 
the case, from the chromatophores in the vessel 
layers. The origin of the chromatophores is un- 
certain, but certainly the large, rounded, heavily 
pigmented “clump” cells found in the vessel lay- 
er of the iris near its pupillary margin are de- 
rived from ectoderm. In all of our specimens of 
choroidal melanomata the tumor'‘cells apparently 
had their origin from the chromatophores. In 
no case was the pigment epithelium of the retina 
disturbed except by secondary invasion of the 
tumor. The possible origin of choroidal melano- 
ma from congenital epithelial cell nests or “rests” 
which may become irritated by inflammation or 
injury cannot be disproven. A history of malig- 
nant melanoma developing in an eye long blinded 
by inflammation or trauma is quite frequent. 





IRON AND COPPER IN THE DIET 


There have developed evidences that certain minerals 
which occur in small quantities in natural foods enter 
into the nutritive exchanges of the organisms in ways 
more important than has heretofore been believed. 
For many years claims of the biologic significance of a 
number of such elements have been heard. They are 
almost inevitable contaminant of foods, so that it has 
been extremely difficult to determine decisively whether 
zinc, nickel, cobalt, manganese, copper and others are 
chance constituents of the animal organism, or whether 
one or more function in some essential process. Re- 
cently attention has been focused on one of these ele- 
ments by the discovery that copper possesses the prop- 
erty of supplementing iron in forming hemoglobin in 


certain types of experimental anemia. Nutritional 
anemia can apparently be best corrected in several 
species by the addition of copper as well as iron to the 
defective rations. There also is considerable evidence 
that important functions are performed by manganese. 
Many analyses of foods concerning the mineral con- 
tent have become available so that the daily intake of 
these elements may be judged. Wheat bran, blue- 
berries, whole wheat, split peas, and navy beans are 
rich in manganese. Calf liver, oysters, beef liver, 
mushrooms, currants and chocolate are rich in copper. 
Pork liver, beef liver, spinach, lima beans, calf liver, 
and navy beans are rich in iron. Vegetables and cer- 
eals are the chief contributors of iron. Fruits are an 
important source of all three elements. (Jour. A. M. 
A., July 18, 1931, p. 180.) 





THE AMERICAN RITE—TONSILLECTOMY* 


W. W. Lewis, M.D. 
Saint Paul 


APPROACHING closely in breadth and ex- 

tent of practice the Jewish rite of circum- 
cision, tonsillectomy on infants and near-infants 
as carried on in America today will soon be in 
the lead. Fortunately, like other excesses of by- 
gone days, it will be just as precipitately repu- 
diated when the pendulum of rational considera- 
tion begins its return swing and its enormity of 
error is realized. 

If Mother Nature ever amplified her protest 
against misdirected surgical interference, it is 
most forcefully manifested in her almost des- 
perate effort to replace this lymphoid-glandular 
tissue of which she has been robbed, which is so 
unmistakably a necessary part of the lymphatic 
system of defense and probably, too, of the in- 
ternal secretions in all young mammalian crea- 
tures. 

The picture, in these little post-tonsillectomized 
throats, of multiple hypertrophied buds of 


lymphoid tissue sprouting out from all over the 
surface of the posterior pharyngeal wall, and the 
pillow-like masses of lymphoid accumulations in 
the lateral pharyngeal folds, only too plainly 
shows Nature’s heroic effort to replace this lost 


tissue. The rapid: regeneration of the tiniest 
islands of follicular tissue left in the tonsillar 
fosse and the plica tonsillaris into almost “new 
tonsils” attests plainly to the proof of the need 
for this glandular-lymphatic tissue in the throats 
of these youngsters during infancy and child- 
hood, at least up to the age of puberty, at which 
age, normally, these lymphoid structures begin 
to recede in size and importance of function. 
The practically unbroken tonsillar ring of the 
lower animals, comparatively present in humans, 
also, made up of the lingual tonsils, the faucial 
tonsils and the nasal. tonsils, certainly indicates 
the importance of the function of these struc- 
tures. Reports have appeared in the literature 
of experiments upon lower animals where part 
of the tonsillar ring has been removed, following 
which the health of these animals, observed for 
periods of time, showed marked deterioration, 


*Read before the Minnesota Academy of Ophthalmology and 
Otolaryngology, Minneapolis, March 13, 1931. 


terminating in severe anemia and marked de- 
bility. 

Just as certainly as the lower animals, who 
use their mouths in working, fighting, dressing 
their wounds and making their toilet, need pro- 
tection against infection in the oral cavity, so 
young humans, too, need the same protection 
during the period of life when everything within 
reach goes to their mouths. 

Every region of the body is protected by a 
definite localized arrangement of the lymphatic 
system, and surely the oral cavity can be no ex- 
ception, where in reality it would seem to be 
more needed than in any other region of the 
body. 

The indications for tonsillectomy universally 
accepted are: Hypertrophy with obstruction; 
prolonged local inflammatory disease in the tonsil, 
as indicated by continuous cervical gland involve- 
ment ; glandular dyscrasia, a perverted or hyper- 
secretion of the tonsils which unfavorably affects 
the child’s general ruggedness; and systemic 
poisoning from focal infection. 

Tonsillectomy as a whole problem should be 
divided sharply into three groups for best con- 
sideration, because the indications in these 
groups are considerably different one from the 
other. 

Group I. Tonsillectomy in infants and near- 
infants. 

Group II. Tonsillectomy in children (past 
infancy) up to the age of puberty. 

Group III. Tonsillectomy in subjects past 
the age of puberty. 

In the last group, especially after adolescence, 
tonsillectomy is done largely on account of 
systemic poisoning from focal infection; less so 
on account of recurring local acute inflammatory 
disease ; least of all on account of hypertrophy 
with obstruction; and not at all on account of 
glandular dyscrasia. 

In the second group, children (past infancy) 
up to the age of puberty, tonsillectomy is done 
largely on account of hypertrophy with obstruc- 
tion; also on account of glandular dyscrasia, 
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which unfavorably influences the nutrition or 
growth of the child; less so on account of pro- 
longed local inflammatory disease with cervical 
gland involvement ; and least of all on account of 
systemic poisoning from focal infection. 

In considering the first group (infants and 
near-infants), let us eliminate practically all of 
the indications universally accepted for tonsil- 
lectomy as a whole and mentioned, also, in con- 
sidering each of the other groups named. 

Systemic poisoning from chronic local and 
focal infection in the tonsils of infants surely is 
not to be considered as a probability nor as a 
reason for tonsillectomy. 

Recurring local acute inflammatory disease of 
the tonsils occurs but rarely in infants as com- 
pared with older children, youths or adults. It is, 
however, a fortunate defensive reaction when it 
does occur, and to remove these lymphatic first- 
line fortifications seems to me poor practice. 

Hypertrophy of tonsils in infants (that is, real 
hypertrophy, not merely congested, temporarily 
swollen tonsils) must, indeed, be a rarity, and 
the glandular dyscrasia of older childhood (five 
to ten or twelve years of age) is surely not to 
be considered as occurring in this group. 

The role of the thymus, rapidly terminating 
after birth, suggests an important part played by 
tonsil-gland structures as internal secretory or- 
gans in developing creatures, and its function in 
prenatal life probably compares closely with the 
necessity for glandular-lymphoid-tissue function 
in youngsters from birth up to puberty. The 
necessity for the functioning of each seems to 
be limited, comparatively, to certain respective 
periods of development, after which periods re- 
cession of function is manifested by atrophy, 
complete in the thymus and relative in the tonsils. 

Nor are development and hyperdevelopment of 
this glandular-lymphoid tissue limited to the 
oral and nasal surfaces. Other exposed mucous 
membrane surfaces (namely, the conjunctive) 
frequently show during childhood overdeveloped 
lymphoid tissue. The so-called follicular con- 
junctivitis, really lymphoid hyperplasia, is, too, 
distinctly a condition limited to life prior to 
puberty. 

Tonsillectomy in adults, generally speaking, is 
seldom done without justification. In the first 
place it is always considered in connection with 
some complaint of the patient, either systemic 
or local, for which he is seeking relief. If a 
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systemic malady, his case has been gone over 


thoroughly by his physician. Much thought, 
usually, has been put forth, possibly by several 
consultants, and a fair unanimity of opinion 
reached before he, himself, consents to the rec- 
ommended procedure. If of a local character, 
his complaint is nearly always of repeated oc- 
currence sufficiently severe to lead him to a fixed 
determination to rid himself of such recurrences. 
As a result, to repeat, seldom is tonsillectomy 
done in adults without full justification. 

In youth the same and corresponding general 
conditions obtain, and, again, we can almost as 
certainly say tonsillectomy is seldom done in 
patients of this age without justification. 

When we come, however, to tonsillectomy in 
children, between the age of infancy and puberty, 
as a group and in general, no such certainty of 
justification can be assumed. In the great 
majority of children at this age, tonsillectomy is 
done routinely, without much consideration, in- 
dependent of and indifferent to consultation, 
with little thought, I think I can safely say, 
further than to arrangement of time and place, 
acquiesced in by parents, “following the leader,” 
and for no greater reason than that the child 
next door has had his tonsils out, and it seems 
the proper thing to do. 

At this age, in cases of glandular dyscrasia, 
comparable to hyperthyroidism, where the child 
seems to be held back in nutrition, growth and 
general ruggedness, no more remarkable improve- 
ment and favorable results are accomplished 
anywhere than by tonsillectomy. 

In the occasional cases of systemic poisoning, 
manifested by chorea, arthritis, and so forth, 
tonsillectomy also brings relief when the focal 
point is correctly located. 

Tonsillar hypertrophy (that is, real hypertro- 
phy) with obstruction is also an acceptable 
reason for tonsillectomy in growing children, be- 
cause such an hypertrophied structure, taking on 
much of a fibroid or scar-tissue infiltration, is 
relatively an incompetent gland, and, leading up 
to subsequent atrophy, affords little of the pro- 
tective function of the normal or near-normal 
tonsil. 

Unfortunately, much of the so-called hyper- 
trophied tonsils in children of this age is not 
genuine hypertrophy at all, but is merely con- 
gested and swollen tonsils putting up their nor- 
mal defensive reaction against infection, after 
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which siege they rapidly return to their normal 
size and character. To remove such tonsils as 
these is to deprive the child of the most vital 
first-line fortification of his lymphatic defense- 
system in this region. Repeated congestion and 
swelling of the tonsils, over and over again, do 
lead to real hypertrophy, with an accompanying 
decline in the competency of the gland. 

We have, then, in this group, two justifiable 
reasons mainly for tonsillectomy; viz., glandular 
dyscrasia and genuine hypertrophy with ob- 
struction. 

A third indication, too, is to be accepted, and 
that is in cases of continuous and prolonged in- 
volvement of the cervical glands, pointing unmis- 
takably to the presence of infection in the tonsils 
which those structures seem incapable of over- 
coming or throwing off. 

Here, also, we must differentiate between 
cervical glands of long-continued involvement 
and the cervical glands acutely enlarged and 
swollen only as a part of a temporary reaction 
against an acute infection in the throat, after the 
subsidence of which they rapidly recede to their 
normal or near-normal state. Both the tonsils and 
the cervical glands under such circumstances are 
but playing their normal part in such reaction, 
and certainly should not be condemned. They 
have participated in a good fight, have been on 
the winning side, and after recuperation and 
replenishment are thoroughly capable of partici- 
pating in the many fights to come. 

In the first group (namely, infants and near- 
infants) tonsillectomy in recent years in America 
has come to be a procedure of breadth and extent 
never practiced by men of the nose-and-throat 
specialty when this work was almost entirely 
limited to their field. During that time and, in 
fact, even today tonsil and adenoid surgery in in- 
fants and near-infants, universally speaking, is 
frowned upon by our specialty. 

So far as I am familiar with the work of 
nose-and-throat men locally and abroad, adenec- 
tomy in persistent middle-ear cases is about the 
extent of the occasional surgery done in these 
little people, and is about all that has any real 
justification. 

Of all the indications for tonsillectomy 
enumerated above (viz., real hypertrophy, secre- 
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tory dyscrasia, chronic local disease, or focal 
infection leading to systemic poisoning) not one 
is the rule in infants. Nor is the temporary 
swelling of defensive reaction in the tonsils more 
or less than a very laudable and beneficial re- 
action in the presence of infection. 

Some of the most severe anginas that we see, 
with profound systemic toxemia, are in these 
tonsillectomized throats, where Nature has been 
robbed of her defense. 

So far in the discussion of this subject ade- 
nectomy has not been considered, although, in 
fact, it alone, without tonsillectomy, is usually 
about all that is justified in infants, and then 
practically only for the purpose of clearing up 
persistent middle-ear infection. 

Many men, even in our specialty, seem undis- 
posed to think of adenectomy except in connec- 
tion with tonsillectomy, and for no other good 
reason than custom and habit. If adenectomy in 
children, especially in infants, is alone indicated, 
then poor surgical balance, surely, is shown by 
doing more. 

It is not the purpose of this paper to cover 
the entire subject of tonsillectomy and _ its 
methods, but to arouse consideration and discus- 
sion of a matter which I think is soon to bring 
us embarrassment and chagrin, and which is al- 
ready of uncomplimentary note in popular pub- 
lications.* 

I have felt for years, and I know that most 
of my confreres in this specialty have had the 
same thought, that tonsillectomy in children past 
infancy has been tremendously overdone, and 
that it not only has been of no benefit but has 
been distinctly disadvantageous to a large pro- 
portion of this group. And, further, that tonsil- 
lectomy in infants, so much on the increase dur- 
ing the past few years, has seldom been justified ; 
that it has, generally speaking, been distinctly and 
entirely wrong, and that we should put ourselves 
on record against it in no uncertain terms. 

In this widespread, ill-advised surgical activity, 
it should be a matter of satisfaction that we, as 
a specialty, are not responsible for its inaugura- 
tion, and are not now contributing toward its 
continuance or increase. 





*Collier’s, Feb. 21, 1931; Harper’s, February, 1931. 
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A SUMMARY OF THE INDICATIONS, TECHNIC AND RESULTS TO 


BE EXPECTED IN THE USE OF BOTH ARTIFICIAL 
AND NATURAL HELIOTHERAPY* 


Ernest S. Mariette, M.D., F.A.C.P. 
Oak Terrace, Minnesota 


| gaenehegerseneres occupies such an im- 

portant place in the treatment of tuberculo- 
sis that a summary of its present status seems 
warranted. This summary is being prepared as 
part of a report of a committee of the American 
Sanatorium Association on the value of modern 
tuberculosis therapy. For more detailed informa- 
tion its readers are referred to the bibliography. 


HISTORY 


The earliest medical writings contain many 
references to the use of light in the treatment of 
disease. The Greeks and Romans constructed 
solaria in their homes and the Egyptians fre- 
quented sandy beaches. This was probably due 
to the sense of well-being which followed the 
sunbath rather than to the appreciation of any 
specific therapeutic properties of light. Oribasius 
attempted to popularize light in about the 5th 
Century A. D., and McCollum and Simonds’ 
claim that there is evidence of the use of artificial 
sources of light at about that time. With the ex- 
ception of an occasional disciple such as Avicen- 
nia, whose method formed the basis of our 
technic, Henry de Moville, Gaddesden and 
Paracelsus, light therapy appears to have been 
forgotten until the latter part of the 18th Cen- 
tury, when it was revived by the French, for use 
in the treatment of arthritis, tuberculous peri- 
tonitis and Potts’ disease. About 1840 Ollier and 
Poncet and Bonnet reported good results in the 
treatment of arthritis and recommended general 
body radiations. The first use of sunlight in a 
sanatorium is credited to Richli, who, although 
he was not a physician, reported surprisingly 
good results in 1885 on patients treated at 
Veldes. Finsen, who was the first to study light 
scientifically, reported his results in the treat- 
ment of lupus in 1890. In 1902, Bernhard of St. 
Moritz, impressed by the success of the local 
butchers in “curing” their meats in sunlight, ex- 
posed suppurating wounds to its rays. His re- 
sults were so successful that he extended its use 


*From the Medical Department, University of Minnesota and 
Glen Lake Sanatorium. 
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to cases of surgical tuberculosis using general 
body radiations. In 1903, Rollier began his now 
famous work at Leysin. It is due to the efforts 
of these two men that heliotherapy has become 
so popular. Their followers, among whom we 
are to be included, use solar therapy by increas- 
ing graduated exposures of the body to sunlight 
in air. Prior, Hyde and LoGrasso have so pop- 
ularized heliotherapy in this country that all of 
the more recently constructed sanatoria contain 
provisions for its use. 

The pioneers in artificial light therapy were 
Finsen and his followers, Reyn and Ernst. Fin- 
sen employed local radiation while Reyn and 
Ernst advocated general body radiation. In 
England Sir Henry Gauvain employs natural sun- 
light and seabathing and utilizes the carbon arc 
and the quartz mercury vapor lamp and the other 
sources of artificial light. 


PHYSICAL CHARACTERISTICS OF LIGHT 


Before proceeding with the indications and 
technic and results to be expected from both 
natural and artificial heliotherapy, I believe a 
brief discussion of the physical characteristics of 
the various sources of light, as well as their 
physiological effects, is warranted. 

Light has been defined as-an electro-magnetic 
disturbance of the ether. These disturbances 
travel through the ether in wave form at a rate 
of 186,300 miles per second and their frequency 
varies inversely as the length of the wave. The 
unit of measurements of the shorter wave is the 
angstrom unit, 1/10,000,000 of a mm., while in 
the infra-red region the unit is the micron, 
1/1000 of a mm., and in the radio wave lengths 
it is the meter. When the disturbances or radi- 
ations are arranged according to the wave 
lengths, they present a definite spectrum (Fig. 1). 
At one end are the cosmic rays, so short and of 
such a high frequency that no one has yet been 
able to define their limits. At the other end of 
the spectrum are the long radio waves. Accord- 
ing to Luckiesh? these measurements constitute 
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“a locality in the wave length scale without being 
definitely fenced,” so the figures given mark the 
approximate upper limit of the various zones. 
In general, the spectrum consists of a visible 
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not have the same intensity of sunlight. Greider 
and Downes* have considered the spectral energy 
curve of noon sunshine in summer and winter 
for Colorado Springs as representative of moun- 
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Fig. 1. The Electro Magnetic Spectrum. This was compiled from material gathered from various sources. 
The measurements given represent zones in the spectrum rather than definite limits. The human organism in 
its struggle for existence has adapted itself to the rays of the sun’s spectrum. This is the zone of moderate 
penetrability. The rays on either side of the sun’s spectrum become increasingly penetrating as they increase or 
decrease respectively. The shorter rays such as the cosmic or Roentgen are more penetrating than the ultra- 


violet, visible or infra-red. 


portion from the violet to the red of wave lengths 
from about 3,900 to about 7,600 A. U. flanked 
on either side by an invisible spectrum which be- 
gins with the ultraviolets and infra-reds and in- 
cludes the other rays mentioned. The violets and 
ultraviolets are the chemically active rays, the 
reds and infra-reds being the heat producing 
rays. 
THE SUN’S RAYS 


The sun’s spectrum contains rays from about 
2,900 A.U. to about 30,000 A.U., the earth’s at- 
mosphere filtering out the others. Therefore, 
any benefit to be derived from solar radiation 
must be derived from rays within those limits. 
From 1 to 5 per cent of the total output of the 
energy of sunlight is in the ultraviolet rays*, that 
is, in the region from about 2,900 A.U. to about 
3,900 A.U., the beginning of the visible rays. 
This variation depends not only upon the time 
of day and the season of the year, but also upon 
the latitude and the altitude and the condition of 
the atmosphere, that is, whether it is clear or 
filled with moisture, dust or soot. Thus it is ob- 


vious that all localities in the United States can- 
tain sunshine, and East Akron, Ohio, as repre- 
sentative of low altitude sunshine (Fig. 2). The 
average of these four curves is called “Clinical 
sunshine” or “fall sunshine.” It has been sug- 
gested that this average be used as a standard for 
comparison with artificial light. 

According to Fabry, as reported by Coblentz® 
and others, the intensity at 2,900 A.U. is only 
1/1,000,000 of that at 3,150 A.U. and only 
1/40,000,000 of that of the visible spectrum. 
Coblentz claims that on the clearest day at noon 
hour in summer in Washington, D. C., the 
amount of ultraviolet solar radiation useful for 
preventing rickets (of wave lengths less than 
3,100 A. U.) amounts to less than 0.3 per cent 
of the total incidence solar rays, which decreases 
to an imperceptible value at sunrise or during 
cloudy weather®. Thus the amount of ultraviolet 
rays in the sun’s spectrum is relatively small. 
This fact should be considered when selecting the 
artificial light to be used as a substitute for sun- 
light. 

Diffuse sunlight is particularly intense at the 
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seacoast and diminishes with increased altitudes. 
When the sky is covered with clouds and the sun 
is hidden, diffuse sunlight may still be rich in 
actinic rays and useful for sun treatment. Be- 


1+10*Laits per Se 





absorb the infra-red rays above 14,000 A. U. 
thus increasing the relative intensity of the ultra- 
violet rays. Fog, however, will absorb the ultra- 
violet. Thus the best localities for heliotherapy 


Springfield Lake, 


Angstrom Units 
Spectral Energy Distribution Curve, Moon Sunshine, Summer and Winter. 


Fig. 2. Spectral energy distribution for mountain and lowland sunshine. 


Greider and Downes. 


tween 10 A. M. and 2 P. M. the intensity of 
sunlight is maximal. It is at this time of day that 
the various short wave lengths are most abundant 
but the high temperature at these hours may be 
intolerable for sun cure’. 

The ultraviolet rays are reflected by sand, 
snow and water, while water and water vapor 


are the seacoast, when free from fog, the desert 
and the mountains where the atmosphere is clear. 


THE MERCURY ARC LAMP 


There are three types of mercury arc lamps 
now in general use as artificial sources of light. 
Two of these use a quartz burner which trans- 





























TABLE I. NOON SUNSHINE INTENSITIES, WATTS X 10° PER SQ. MM. 
| 
| Non-pene- Penetrating Non-pene- 
| Antirachitic trating red and near trating 
| ultraviolet ultra-violet infra-red infra-red 
| and visible 6500-14000 14000- 
3100-6500 120,000 
A A A A 
Springfield Lake, Ohio 
October, 1928 13 2894 3660 1760 
May-June, 1929 2.3 3404 3786 1834 
December, 1929 0.4. 2440 3720 1615 
Cragmor, Colorado 
November, 1928 1.6 3534 4432 1860 
June, 1929 5.3 4233 4686 2211 
January, 1930 1.1 3390 4565 1915 
“Clinical Sunlight” 1.4 3214 4045 1810 
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mits rays down to about 1,850 A.U., and one of 
these has a special glass bulb or burner which 
absorbs the rays of less than about 2,800 A.U. 

The difference between the two types of lamps 
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and it is hardly to be expected that these two 
sources of light will give the same results in all 
types of treatment.”*.* 

The more recently constructed quartz mercury 
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Fig. 3. 


using a quartz burner is, 
electrodes are of mercury 


that in one, both 
, while in the other, one 
electrode is of mercury and the other of tungsten. 
Both of these lamps are made in an air-cooled 
type for general body treatment and a water- 
cooled type for local radiation. Their spectrums 
begins at about 1,850 A.U. with a high propor- 
tion of ultraviolet to the total output. Accord- 
ing to Coblentz’, about 20 per cent of the total 
radiations are of wave lengths less than those 
found in natural sunlight (2,900 A.U.). As 
about*® two-thirds of all the wave lengths les: 
than 14,000 A.U. are of radiations below about 
4,500 A.U., these lamps emit very little infra- 
reds except from the heated quartz, the elec- 
trodes, the supports and the hood. In the tung- 
sten anode type of lamp, some additional infra- 
red radiations are obtained from this anode. 
When these two types of lamps are operated on 
the same energy input, there is very little dif- 
ference in their ultraviolet output**. The short 
ultraviolets below 2,900 A.U. are very irritating 
but they have strong germicidal properties and 
should be of great value in treating superficial 
wounds. “Physically, there is no comparison be- 
tween this type of radiation and that of the sun 


Spectrum of S-1 lamp compared with that of a quartz mercury arc and sunlight as prepared by Luckiesh. 


lamps do not age as rapidly as those constructed 
several years ago.® Of the two types of lamps, 
the one with the tungsten and mercury electrodes 
seems to age slower than does the lamp with both 
electrodes of mercury. 

Because clear distilled water does not in any 
degree absorb ultraviolet rays, Kromayer de- 
veloped a water-cooled quartz mercury vapor 
lamp which is used very effectively for local ap- 
plications. 

The mercury are lamp, S-1, with two tungsten 
electrodes is a combination of a mercury arc be- 
tween highly incandescent electrodes of tung- 
sten.*° There is also a tungsten filament which 
operates in parallel with the mercury arc but at 
a considerably lower temperature than the elec- 
trodes. In this combination the ultraviolet rays 
from the mercury are supplemented with visible 
and infra-red rays from the tungsten, thus 
reducing the proportion of the ultraviolet in re- 
lation to the total output as compared with the 
two types of quartz mercury lamps discussed 
above. This lamp also uses a special glass bulb 
which absorbs the rays shorter than about 2800 
A.U. and in that particular as well as in the 
greater proportion of infra-red it is more closely 
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allied to the sun’s spectrum. According to 
Coblentz,’® the total intensity at a distance of 
three feet from the lamp, without the wire mesh 
cover, is about one-tenth to one-twelfth that of 
average solar radiation, and about 1.5 per cent of 
the radiations are of wave lengths of less than 
3,130 A.U. The bulb blackens, however, with 
use due to a deposit on the inside and according 
to the manufacturers, should be replaced after 
300 to 400 hours. Some bulbs, however, have had 
to be replaced after fifty to one hundred hours. 
The manufacturer has done this in some cases 
without any charge. Physically, the spectrum 
of this lamp is more closely allied to that of the 
sun than the spectrum from the other types of 
mercury arc lamps (Fig. 3). Therefore, it should 
give results more comparable to those obtained 
from the use of natural sunlight. 


THE CARBON ARC 


The carbon arc is the hottest source of artificial 
radiation readily obtainable and in this respect it 
is the closest approach to sunlight.1° The radia- 
tion emitted from the carbon arc depends upon: 
the size of the electrodes and the metals with 
which the carbons are impregnated ; the direction 
of the current when direct current is used; and 
the amount of electricity consumed. The white 
flame carbon emits relatively few ultraviolet rays 
of wave lengths shorter than about 2,200 A.U. It 
emits relatively more of ultraviolet from about 
2,900 A.U. to about 3,100 A.U. than does the 
sun’s rays. Also at about 3,890 A.U. it is rela- 
tively more intense than sunlight. In the visible 
portion of the spectrum, however, the sun’s rays 
are more intense. The arc is strong in infra-red 
radiations of wave lengths longer than about 
30,000 A.U. which the atmostphere has filtered 
out of the sun’s rays. 

When the carbon arc is covered with a Corex- 
D chimney which filters out the ultraviolet rays 
shorter than about 2,900 A.U. and infra-red rays 
longer than about 40,000 A.U., the white flame 
carbon emits a light which is the closest approach 
to natural sunlight we have.*® Therefore, the re- 
sults obtained in this type of artificial light should 
be more comparable to those obtained in natural 
sunlight, than from any other artificial source of 
light. 

The manufacturer claims that the 60 ampere 
Eveready Carbon Arc Lamp with a white flame 
carbon and at proper distance (4 to 6 feet) from 
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the patient will produce from 1 to 1.5 times the 
amount of ultraviolet rays of 2,900 to 3,100 A.U. 
present in “clinical sunlight.” At a distance of 
six feet from this arc the total intensity of radi- 
ation is about one-fifth that of clinical sunlight 
and about one-sixth of one per cent of this radi- 
ation is of wave lengths shorter than 3,100 A.U."" 
By varying the distance of the carbon arc lamp 
from the patient, an intensity approximating 
“clinical” or “fall” sunshine may be obtained 
(Fig 4). If brought close enough to the patient, 
the carbon arc of low amperage may prove as 
effective as carbon arcs of higher amperage op- 
erating at a greater distance. The operating dis- 
tance* for a patient undergoing ‘treatment is a 
matter of trial and depends upon the results de- 
sired and the manner of radiation and cannot be 
determined by radiometric measurements.® 


PHYSIOLOGICAL EFFECTS OF LIGHT 


According to the law of Grothus formulated 
in 1819, light rays must be absorbed in order to 
be utilized by the body. As the ability of the 


body to absorb the rays varies with their wave 
lengths, it is obvious that their physiological ef- 
fects vary also. The red and near infra-red rays, 


or the heat producing rays, have the greatest 
penetrating power. Their physiological effect is 
the effect of heat such as the production of a 
hyperemia and a pigmentation and the well 
known effects of heat on chemical reactions. The 
visible rays produce heat, light and metabolic 
changes. The ability of the violet and ultraviolet 
rays to penetrate the skin decreases as their wave 
lengths decrease, but the shorter the wave lengths 
the more readily are they absorbed by the skin. 
The heat rays through the production of a 
hyperemia enhance the effect of the vital rays, 
which is that of a chemical agent. 


THE ACTION OF THE SKIN 


The red and infra-red rays below 14,000 A.U. 
penetrate the skin and produce an immediate 
erythema which fades rapidly.* Those above 
14,000 A.U. do not penetrate the skin, but if too 
intense may cause blistering. There is also a 
delayed erythema which does not appear for two 


*Those interested in the spectrums of the different carbons, 
which vary from that of the white flame carbon to one as rich 
in ultraviolets as that obtained from the mercury arc lamp, can 
obtain such information cither from the National Carbon Com- 
pany or from the Bureau of Standards, through the publications 
of Coblentz, a fairly complete bibliography of which is published 
in his article in the Journal of American Medical Association 
for June 1, 1929, V. 92: 1834-1837, 
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or more hours. This is due to the shorter ultra- 
violet rays and may in all probability be a 
secondary reaction resulting from tissue injury, 
which, if it has been carried too far, may be 
accompanied by edema. 
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light is nature’s protective mechanism. The type 
of pigment varies with the type of radiation 
used. That from the mercury arc utilizing the 
shorter radiations is yellowish brown and is not 
as permanent as that obtained from the rays of 
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Some claim that nature protects itself against 
this phenomenon through the formation of pig- 
ment or a tanning due to the deposit of melanin 
in the lower layers of the epidermis. Miescher’? 
believes that the increase in the thickness of the 
stratum corneum, which occurs as a result of 
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t in clinical sunshine. 


longer wave lengths such as the S-1 mercury 
arc lamp or the carbon arc or the sunlight. The 
pigment from these latter sources is reddish or 
blackish-brown, depending upon the degree of 
the pigmentation. The exact effect and purpose 
of this phenomenon is not clearly understood. In 


COMPARISON OF SUN AND MODEL M-l1 SUNSHINE LAMP; ENERGY \ 


EXPRESSED IN WATTS X 10° PER SQ. MM. 





Anti- 
rachitic 


Non-. 
penetrating red 


Penetrating 
and 


Non- 


ultra- 
violet 


2900-3100 


ultra- 
violet and 
visible 


near 
infra-red 
6500-14000 


penetrating 
infra-red 


14000-120,000 


3100-6500 
A A 


A A 
1.4 3214 4045 1810 
1.7 458 620 780 


Percentage Distribution 2900-14000 A. 





Noon Fall Sunshine. 
M-1 Eveready Sunshine Lam 
at 1 Meter Distance................ 4 























Noon Fall Sunshine 
M-1 Eveready Sunshine Lamp.. 


0.019 
0.16 


44.3 
42.5 


55.6 
57.3 
































ARTIFICIAL AND NATURAL 


addition to protecting the body against over-doses 
of ultraviolet rays, it may sensitize the skin so 
that more of the visible rays are absorbed. The 
rays between about 2,900 and about 3,200 A.U. 
produce an erythema and a dilatation of the 
capillaries, accompanied by a rich brown pigment. 
Uhlman™ believes while the same wave length 
can produce both pigmentation and hyperemia 
that pigmentation can be produced independently 
of hypermia, i.e., by radiation of a different wave 
length than those which produce hyperemia. In 
spite of this the clinician must not ignore hypere- 
mia in determining the effect of pigmentation. 
Rollier™* and his followers believe that pigmenta- 
tion has a great deal to do with the success of the 
treatment and can be taken as an indication of 
extent of the healing. We have found in over 
nine years of experience with heliotherapy that 
the patients who are well tanned have generally 
made the most improvement. However, it is well 
known that patients who have failed to tan have 
occasionally recovered while those who have de- 
veloped marked pigmentation have occasionally 
failed to heal. Luckiesh’® claims that tanning 
should be taken as an indication of outdoor life 
rather than as a measure of health, and converse- 


ly that pallor is an indication of indoor life 
rather than of illness. 


The normal physiological function of the skin 
seems to be increased in light therapy. Following 
an erythema dose of light there is a transitory 
increased resistance to staphlococcus, pneumococ- 
cus and streptococcus infections. After pigmen- 
tation occurs this increased resistance to infec- 
tion is more permanent. Recent work by Eidinow 
and Hill indicates that other wave lengths than 
the anti-rachitic ultraviolet may also play an im- 
portant part in this phenomenon.’*® Tanned skin 
is soft and velvety and presents a marked con- 
trast to the toneless, flabby, cold skin of the pale 
individual. The value of light therapy is in- 
creased when it is supplemented by the tonic ef- 
fect of moving air, which acts directly upon the 
vasomotor system causing an alternate dilatation 
and contraction of the skin capillaries. Under 
such conditions there is an increase in the meta- 
bolic rate and mineral metabolism. There is a 
marked increase in muscular tone which ac- 
companies the use of light therapy and may be 
in part due to this massaging effect of the mov- 
ing air. 

Cholesterol, which is found in large quantities 


HELIOTHERAPY—MARIETTE 799 


in the skin, contains ergosterol as an impurity. 
This is activated chemically by the ultraviolet 
rays resulting in the formation of vitamin D. 
Thus part of the beneficial effects of light ther- 
apy is to be found in the results which are 
characteristic of vitamin D. The shorter ultra- 
violet rays from about 2,200 to about 2,700 A.U., 
which occur in artificial sources of light, possess 
great bactericidal properties but they are very 
irritating and destructive of protoplasm. It is 
possible also that the products resulting from 
such destruction may be harmful and that these 
shorter rays may therefore partially neutralize 
the effects of the longer rays, (about 2,700 to 
3,100 A.U.). Therefore, Coblentz and Starr,” 
quoting Heilbron, Kamm and Morton, and Bills, 
Honeywell, and Cox, believe that the destructive 
properties of these short rays is great enough to 
destroy vitamin D, and so recommend that 
screens which filter out the ultraviolet rays below 
about 2,900 A.U. be used with all artificial 
sources of light. More recently Marshall and 
Knudson*’ have studied the formation of vitamin 
D at wave lengths of 2,536 A.U. and 2,800 A.U. 
They conclude that the formation of vitamin D is 
in direct proportion to the light quanta absorbed 
and is independent of the wave length. There- 
fore, if the time of exposure is so adjusted that 
the amount of light absorbed at the various wave 
lengths is the same, the same amount of vitamin 
D is formed. In any event, the period of treat- 
ment with the artificial sources of light contain- 
ing these short rays is measured in: seconds and 
minutes rather than in minutes and hours as is 
the treatment with sunlight. 


PHYSIOLOGICAL EFFECT UPON THE BLOOD 
STREAM 


THE 


The action of the reds and infra-reds below 
14,000 A.U. and the violet and the near ultra- 
violet rays which penetrate the skin and are ab- 
sorbed by the blood stream, is very complex. It 
is thought to be in part a photochemical® reaction 
which manifests itself locally and also on distant 
tissues and organs and for some time after 
radiation has ceased. When the light treatment 
is carried too far, its action is destructive rather 
than stimulative. The heat rays may increase the 
alkalinity of the blood and can raise the tempera- 
ture of the blood 3° C. without disturbing bodily 
temperature. The calcium content of the blood 
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is also increased due probably to the ultraviolet 
rays. 

Basal metabolism is increased under light 
therapy, but the increase may be due mainly to 
the moving air. Due to the increased activity of 
the skin, elimination is increased, resulting in a 
reduction of blood urea nitrogen and an im- 
provement in nutrition. There is a slight transi- 
tory lowering of blood pressure. The pulse rate 
shows an initial rise which subsequently drops 
to normal or below unless the treatment has been 
too prolonged. There is also an immediate rise 
in bodily temperature which drops to within one 
degree of normal or to normal shortly after the 
radiation has ceased. 


INDICATIONS FOR HELIOTHERAPY 


Light therapy is a popular but potent ther- 
apeutic agent which, unless carefully supervised, 
will do untold harm. It should not be consid- 
ered as a cure-all nor is it. nearly as effective 
when used alone as when combined with other 
accepted forms of treatment. In the words of 
Edgar Mayer’, “to believe that sunlight or arti- 
ficial sources of light will cure all forms of sur- 
gical tuberculosis, to be unduly optimistic about 
this treatment and to consider it a specific form 
of treatment, to use it without sound medical 
guidance and adequate equipment and finally to 
employ it to the exclusion of rest and hygenic 
regimen, eliminating orthopedic measures or the 
occasional necessary surgical intervention in bone 
and joint tuberculosis, is bound eventually to dis- 
hearten many sufferers and to bring discredit on 
an otherwise desirable method of treatment.” 

Whether artificial or natural light is indicated, 
will depend upon the season of the year, the con- 
dition of the atmosphere, the sources of light 
available as well as the type of lesion to be 
treated and the condition of the patient. 


SEASON OF THE YEAR 


In the temperate zone general solar radiation 
is indicated during the summer whenever it is 
available. Because climatic conditions make this 
impractical in winter and because window glass 
transmits only 1 to 2 per cent of the available 
rays at 3130 A.U., the advisability of using 
special window glass for indoor radiations is 
raised. As the winter sun is poor in ultraviolet 
rays, it is obvious that if such a glass is to have 
any value its transparency should be high. 
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Therefore, in 1928, Coblentz’* recommended 
that after complete solarization such glasses 
should transmit at least 25 per cent of the avail- 
able rays at 3020 A.U. Due to more recent in- 
vestigations’® he now believes that a transmission 
of “45 to 50 per cent would be more nearly in 
agreement with physiological observations” and 
recommends that the minimum specifications of 
such glasses be raised to 35 per cent transparency 
at 3020 A.U. He adds very succinctly that when 
such a glass is needed the best is none too good 
and that one cannot afford to run the risk of 
using a glass of doubtful effectiveness. Dust 
may reduce the transmissibility of these glasses 
by 30 to 40 per cent. 

Coblentz’ and Starr’s recent report® on the 
transmissibility of the various glasses marked 
prior to February 1, 1929, is very enlightening. 
They conclude that in thicknesses of 2.3 mm. 
these glasses may, after complete solarization, be 
divided into six groups according to their trans- 
missive properties at 3020 A.U., as follows: 

(a) Common window glass and quartzlite 
less than 1 per cent. 

(b) Vitaglass, Sanalux and Renovic, about 
25 per cent. 

(c) Holviglass, Sunlit and Sendlinger’s 
ultraviolet glass 35 to 40 per cent. 

(d) MHelioglass, Uviol-Jena, and Neuglas, 
45 to 50 per cent. 

(e) Corex-D glass 60 to 65 per cent. 

(£) Corex-G981FF? and Quartz glass 80 to 
90 per cent. 

Because of the decrease in intensity in the 
ultraviolet rays in the wave lengths from about 
2900 to about 3050 during the winter time, one 
cannot but wonder whether better results would 
not be obtained from artificial sources of light 
during these months than from the sun as it is 
transmitted through these special glasses. 


CONDITION OF THE ATMOSPHERE 


Clear atmosphere transmits ultra-violet rays 
well, but fog, dust, and smoke interfere tremen- 
dously with their transmission. In general, more 
of the ultraviolet rays are available throughout 
a greater portion of the year in the tropics than 
they are anywhere else. In spite of this, due to 
atmosphere conditions Manila has a lower per- 
centage (51) of the theoretical sunshine than 
Chicago (57) or New York (56) while Denver 
or Santa Fe has a still larger percentage (69 and 
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76 respectively).’ This relationship varies, of 
course, with the season and with the year. 


AVAILABLE SOURCES OF LIGHT 


When sunlight is not available, some sort of 
artificial light is indicated. Because the spec- 


light. When this source of light is used with 
a suitable fan to secure the proper circulation of 
air, the following criticism of Mayer’s”® concern- 
ing irradiation with artificial light loses much of 
its force: “Irradiations with artificial light as 
ordinarily employed indoors lacks some appar- 





Extrapulmonary 
Lymph glands, bones, 
Joints, peritoneum, ele. 


Pulmonary 
Lungs and accompanying 
lymphatics 





Class I- All cases. 
Class 3-All cases. 


Glass §- Contraindicated in all cases. 





Classification 7 Cuberculosis » Heliotherapy 


Lithou? pulmonary complications._.........-. lass I. 
Lith pulmonary complications..............----- Class 2. 


hildhood- 
imary comple2)..... 


Adult Gissue 


Indications *Heliotherapy which should be carefully supervised in all cases 


Class 2-All cases but with closer supervision than in Class 1 


Glass 4-Only in selected cases that do not improve under ordinaty sanatorium treatment. 


Lymphatic 
hio-bronchical........ Glass 3. 


Productive 
liforaPive 
Pibroid....................61ass ¥ 


Exudative...........----- Glass 5. 








Fig. 5. Slight Modification of Watson’s Classification. If the general rules of this 
classification are followed, much sorrow and many disappointments will be avoided. 


trum of the quartz mercury arc differs so mark- 
edly from that of the sun, it is not the source of 
choice as a substitute for general sunlight irra- 
diations. This type of artificial light should be 
reserved for those conditions where ultraviolet 
rays without heat are desired and for special 
conditions, such as superficial areas of tubercu- 
losis or intestinal tuberculosis. The water cooled 
quartz light is indicated for local suppurating 
tuberculosis, draining sinuses, tuberculous otitis 
media, tuberculous laryngitis and allied condi- 
tions. As the spectrum of the S-1 lamp more 
closely approximates that of sunlight, it should 
have a wider range of usefulness than the quartz 
mercury arc. However, the bulb blackens with 
use and has to be replaced frequently. The 
spectrum of the carbon arc lamp with the corex-D 
filter and the white flame carbon, more closely 
resembles that of natural sunlight than that of 
any other artificial source of light. Moreover, it 
is always of the same intensity and does not de- 
teriorate with use. Therefore, it is the artificial 
light of choice as a substitute for natural sun- 


ently important accompaniment of outdoor solar 
exposure, such as constantly moving fresh air 
with its affect produced through the skin and 
respiration and the uniform warming of the 
whole cutaneous surface with its production of a 
sense of stimulation followed by comfort, well- 
being and relaxation.” 


TYPE OF LESION AND CONDITION OF PATIENT 


The type of lesion and the condition of the 
patient will be discussed together. Figure 5 
represents a slight modification of an outline of 
the indications for heliotherapy according to the 
type of tuberculosis as prepared by Watson. If 
the general rules of the outline are followed 
much harm and many disappointments will be 
avoided. Classes 1 and 2 include tuberculosis of 
the skin, the superficial glands, the bones and 
joints, the genito-urinary tract, the peritoneum, 
the intestinal tract, the middle ear, the larynx, 
the eyes, as well as the anus and the lower rec- 
tum. In outlining the indications for helio- 
therapy in extra-pulmonary tuberculosis, these 
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two groups will be considered together as the 
pulmonary focus generally improves with the im- 
provement in the extra-pulmonary lesion. There- 
fore, a pulmonary complication is an indication 
for closer supervision rather than a contraindica- 
tion. 

General body radiations in the sunlight in ac- 
cordance with Rollier’s schedule is indicated in 
all of these cases except the acute progressive 
type. This should be supplemented in the pres- 
ence of ulcers, draining sinuses or fistule by the 
use of Thezac Porsmeur lens. This is a bi- 
convex lens with a diameter of 12 inches and a 
focal point of 72 inches.”* 

When sunlight is not available, artificial light 
should be used. In certain instances, local ap- 
plications of light from artificial sources are in- 
dicated in addition to general solar radiations. 

Tuberculosis of the skin in this country does 
not present the same problem that it does in 
Europe. It is usually a local manifestation of a 


systemic disease and responds very well to helio- 
therapy. The artificial sources of light emitting 
rays of short radiations may be of special value 
in this particular type of tuberculosis. 

In tuberculosis of the superficial lymph nodes, 


general body radiations in sunlight plus local 
X-ray treatments are indicated in all cases, even 
where softening and sinus formation is present. 
When sunlight is not available, artificial light is 
indicated. 

Heliotherapy, combined with good orthopedic 
treatment, including orthopedic appliances and 
the judicious use of surgery in adults is indicated 
in bone and joint tuberculosis. Rollier reports 
excellent results in bone and joint tuberculosis 
with heliotherapy and the use of orthopedic ap- 
pliances but without surgical intervention except 
in rare instances. His results, I believe, are due 
to a meticulous attention to the details of the 
treatment and to the fact that heliotherapy can 
be carried out over a longer period of the year 
at Leysin than it can in Minnesota. Petter be- 
lieves** that such conservative treatment, that is, 
heliotherapy plus orthopedic appliances but with- 
out surgery should be limited to the early cases 
of joint tuberculosis where there has been no 
destruction of bone and no erosion of cartilage. 
In such cases, a functioning joint may be se- 
cured. . When bone destruction has occurred, the 
time required for “a cure” with heliotherapy is 
greatly increased, and the possibility of a relapse 
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in the case of a functioning joint is greater than 
with an ankylosed one. Both of these factors, 
that is, the length of treatment and the possibility 
of relapses are of prime importance to the pa- 
tient and to the community which is supporting 
him during his period of convalescence. Hence, 
surgery, which will shorten the period of treat- 
ment and reduce the possibility of relapse 
through the production of an ankylosed joint, is 
indicated at the proper time. This, in most in- 
stances, is not as soon as a diagnosis is made, 
but is only after the process has become quiescent 
under the use of bed rest, orthopedic appliances 
and heliotherapy. In such instances surgery is 
not considered a cure-all, but rather a permanent 
splint which, by increasing the rest of the dis- 
eased part, protects and enhances the healing 
already secured. Postoperative convalescence 
can be materially reduced through the use of 
heliotherapy. Heliotherapy is valuable in the 
treatment of sinus and abscess formations. 

In children, heliotherapy plus rest and good 
orthopedic sense will produce astonishing results. 
Surgery is to be used only as a last resort be- 
cause it is so likely to interfere with the growth 
of the child. 

In genito-urinary tuberculosis general solar 
therapy with artificial light therapy as a substi- 
tute is indicated, either as a curative, palliative 
or postoperative measure. As renal tuberculosis 
is considered to be a blood-borne metastatic in- 
fection, it would seem that it must be bilateral 
at first.25. In unilateral renal tuberculosis, then, 
the process must have healed in one kidney while 
it progressed in the other. Thomas and Kinsella, 
as a result of a study of genito-urinary tuber- 
culosis carried on at Glen Lake Sanatorium over 
a period of years, believe that early renal tuber- 
culosis heals. This is in accordance with the 
conclusions of Medlar®® as a result of a study 
of 100,000 microscopic sections of the kidney. 
In such cases, heliotherapy combined with rest 
and other factors of sanatorium regimen is the 
treatment of choice; however, when unilateral 
renal tuberculosis has gone far enough to pro- 
duce an ulceration into the kidney pelvis which 
can be demonstrated on a pyelogram, or to def- 
initely impair the function of the kidney, a 
nephrectomy is indicated.** > In such cases 
heliotherapy is indicated to prepare the patient 
for the operation and is the postoperative treat- 
ment of choice. In bilateral renal tuberculosis, 
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surgery is contraindicated except in certain se- 
lected cases when it is to be used as a palliative 
measure. In such cases heliotherapy is indicated, 
and in many instances excellent clinical results 
are reported, including even the disappearance 
of tubercle bacilli from the urine. It is rather 
commonly believed, however, that sooner or later 
these lesions will relapse. 

Genital tuberculosis is usually secondary to a 
renal infection, although occasionally it is appar- 
ently a blood-borne infection from some other 
focus than the kidney. Therefore, in all cases 
of genital tuberculosis a thorough search should 
be made for a renal focus, and when found, this 
should be removed. Heliotherapy is indicated in 
all cases of epididymitis and in the early cases, 
may be sufficient to produce a cure. When it 
does not, an epididymectomy is indicated. With 
the urinary focus removed and the external evi- 
dence of genital tuberculosis properly treated, the 
lesion in the bladder, the prostate or seminal 
vesicle usually heals promptly under helio- 
therapy. 

Sunlight therapy combined with local applica- 
tions of artificial light is indicated in tuberculosis 
of the intestinal tract. Here the influence of 
light upon the absorption of calcium from the 
intestinal tract seems to have a direct bearing 
upon the cure of the intestinal tuberculosis. 

Tuberculosis of the peritoneum is usually a 
secondary manifestation of a tuberculous lesion 
in the abdominal cavity. General solar irradia- 
tion with artificial light therapy as a substitute 
is indicated in this type of tuberculosis. Under 
such treatment there is often a marked reduction 
in symptoms and local signs resulting in a clinical 
cure. When the original focus happens to be a 
fallopian tube or an appendix there is much less 
possibility of a future relapse if these organs are 
removed than if they are not. So in certain 
conditions, heliotherapy should be supplemented 
by surgery. 

General body radiations of natural sunlight are 
indicated in tuberculosis of the ear, the eyes, the 
larynx, as well as ulcerations of the anus and 
lower rectum, supplemented, except in tubercu- 
losis of the eye, by local application of the water- 
cooled quartz mercury vapor lamp. Helio- 
therapy under such conditions, combined with 
the other forms of sanatorium treatment, includ- 
ing surgery in connection with ulceration of the 


803 


anus and perirectal abscess and fistula in ano, 
gives excellent therapeutic results.?” 7° 

In Class 3, general solar radiations supple- 
mented by artificial light for use in cloudy 
weather and when natural sunlight is not avail- 
able give excellent clinical results. Because the 
acute phase of this particular type of tuberculosis 
usually clears up rather promptly, nothing is to 
be gained in the use of heliotherapy until it has 
quieted down. Heliotherapy properly carried out 
will give the child the maximum assurance 
against further disability from tuberculous dis- 
ease. 

Class 4. LoGrasso*® believes that even cases 
of adult tuberculosis with moderate fever are 


suitable for heliotherapy. In our experience it 


would seem better to postpone heliotherapy in 
such cases until strict bed rest over a prolonged 
period of time has failed to produce the desired 
Many patients who cannot tolerate nat- 
ural heliotherapy in the beginning, can do so 
after a course of artificial light therapy. 


results. 


When there is no fever present, general body 
radiation in the sunlight, either supplemented 
by or preceded by radiations from artificial light 
is indicated in selected cases. When such cases 
are properly selected and heliotherapy properly 
supervised, hemoptysis, miliary tuberculosis and 
pulmonary spreads are not encountered any more 
often than under ordinary sanatorium treatment. 
When a special therapeutic agent is used and 
spreads are encountered, one is apt to attribute 
the spread to the therapeutic agent and forget 
that tuberculosis is a relapsing disease and that 
there will be a certain proportion of relapses no 
matter what type of treatment is used. In gen- 
eral, the most suitable cases for heliotherapy in 
Class 4 are those which have become stationary 
under the ordinary forms of sanatorium treat- 
ment and which still have a fairly large amount 
of tuberculous pathology. The aim of helio- 
therapy in such cases is, of course, to clear up as 
much of the pathological picture as possible in 
order to reduce the possibility of future relapses. 
I can see no indication for heliotherapy in Class 
4 when the patient is progressing satisfactorily 
under the ordinary forms of sanatorium treat- 
ment. 

Tuberculous pleurisy with effusion, while it is 
usually due to an underlying pulmonary focus, 
often clears with the aid of heliotherapy. There- 
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fore, every case of tuberculous pleurisy with ef- 
fusion, unless accompanied by the exudative type 
of tuberculosis, should have heliotherapy. This 
measure is very effective in the prevention and 
even in the treatment of a tuberculous empyema. 
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ualization are of greater importance. It would 
hardly be an exaggeration to say that it is on 
the initial period, that of acclimatization and 
adaption, that the eventual success of the treat- 
ment depends. The manner in which the patient 
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From the 10th to the 15th day, increase according to same scale. From the 15th day, 


all the previously exposed portions of the body should rective the same amount of inso- 
lation as the longest exposed part, increasing the time 5 minutes daily, till a bath of 


from 3 to 4 hours is taken. 
Fig. 6. Rollier’s Schedule of Sun 
schedule but it is the standard upon 


“total exposure” means total for each 
repeated three times a day. 


In our opinion, heliotherapy is contraindi- 
cated in Group 5. There may be exceptions to 
this rule in very selected cases, but as a general 
proposition no one in Class 5 should receive. 
heliotherapy. Many patients who were original- 
ly in Class 5 will, under ordinary sanatorium 
treatment, improve and progress to Class 4. 
Under such conditions and when the process be- 
comes stationary, heliotherapy may be indicated 
to increase the extent of the pathological im- 
provement. 


TECHNIC 


In discussing the general technic of the sun- 
bath, Rollier®* states “the importance of carefully 
dosing the amount of exposure to sunlight per- 
mitted to each patient could hardly be over- 
emphasized, as there are few other methods of 
treatment in which dosage and careful individ- 


Dose. This is not a hard and fast 
which individualization is based. The 


exposure fromt and back and is usually 


reacts to sunlight, and following from this the 
amount of insolation it will be advisable to give 
him, are the fundamental points in heliotherapy.” 

Therefore, before heliotherapy is given, each 
patient must have become acclimated to his new 
environment and must have been thoroughly 
studied by the physician. Perhaps in no other 
field of tuberculosis therapy will undue haste 
often spoil an otherwise favorable prognosis. In 
all instances, the heliotherapist must individ- 
ualize, as it is obvious that one with only a small 
localized focus of extra-pulmonary tuberculosis 
and in excellent general health need not be 
treated in the same manner and degree as a per- 
son with several foci and fever, and whose gen- 
eral condition is not so good. Rollier’s arbitrary 
plan of dosage is outlined in Figure 6. The gen- 
eral technic of the sun-bath as advocated by Rol- 
lier is given in complete detail in his excellent 
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book, “Heliotherapy,”** therefore it will not be 
repeated in this summary. In brief, his plan is to 
divide the body into five zones. The time of ex- 
posure is gradually increased as well as the zone 
till the entire body, with the exception of the 
head, is receiving a total of two to four hours’ 
radiation a day. The maximum amount of radia- 
tion will vary with the atmospheric conditions, the 
individual patient, and the individual therapist. 
Some physicians advocate a single exposure of 
from two to four hours a day, while others prefer 
to have the period of irradiation broken into ex- 
posures of fifteen to thirty minutes front and 
back, followed by a short rest of fifteen to thirty 
minutes or more. This procedure is repeated as 
often as is necessary to secure the desired num- 
ber of minutes exposure for that day. 

In planning solar radiations one should bear 
in mind that the ultra-violet intensity of the 
sun’s rays is greatest from 10 A. M. to 2 P. M., 
decreasing to an imperceptible value at sunrise 
and sunset and in cloudy weather. However, 
the heat of the day may make long exposures 
during that period inadvisable and then one is 
forced to choose between giving solar radiations 
at less desirable times of the day or of decreasing 
the time of exposure. If other hours of the day 
are selected, the patient will, at least, receive the 
benefit of moving air and heat, with the well 
known effect of this combination upon general 
body metabolism and function. By combining 
short periods from both the best time of day and 
less desirable times, a longer period of solar 
radiation may be obtained with greater benefit to 
the patient. 

Our maximum exposure for the average pa- 
tient during the summer of 1930 was two hours 
per day, either from 10 A. M. to 2 P. M., or 
one hour in that period and one hour earlier in 
the morning, depending upon the manner in 
which the patient reacted to light. The maxi- 
mum exposure at one time was a half hour front 
and back, followed by a rest of at least a half 
hour. 

Immediately after an exposure to the sun, 
there is generally an increase in bodily tempera- 
ture which, if it is due to the normal physiolog- 
ical effect of heat, will drop to almost normal 
within a half hour after the treatment has been 
terminated. If it does not, then the dose of light 
should be reduced. We have had patients who 
could only take one minute of solar exposure at 
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the beginning of treatment, but who gradually 
became acclimated to the sun’s rays and could 
tolerate large doses of heliotherapy and finally 
progressed favorably. The pulse rate is like- 
wise elevated after radiations but it too should 


Fig. 7. Thezac Porsmeur lens. 


fall to approximately normal within a half hour 
after exposures have been terminated. Thus 
the body temperature and pulse reaction plus the 
general condition of the patient serve as impor- 
tant checks on the progress of the treatment. 
Therefore, it is necessary that they should have 
been observed for some time before treatment is 
commenced in order to determine the individual 
normal, 

The technic for the use of the Thezac Porsmeur 
lens in general is as follows: The lens is 
focused over the site of the lesion so as to obtain 
a circle of light not less than seven inches in 
diameter. The treatment is usually started at 
five minutes and is gradually increased till a 
maximum of thirty minutes is reached. This 
may be repeated once during the day if desired.™* 
Here also individualization is necessary and the 
exact size of the circle, the initial period of treat- 
ment, the rate of increase and the maximum time 
of treatment are a matter of trial and judgment. 
They will vary with the lesion, the condition of 
the patient and the therapist (Fig. 7). 


DOSAGE OF LIGHT 


The dosage of light varies with the skin reac- 
tions desired. Some heliotherapists prefer an 
erythema only; others an erythema and a pig- 
mentation. Rollier®* believes that a fairly 
close parallelism exists between pigmentation 
and a favorable prognosis. We prefer a ruddy 
erythema with a tan bordering on a mahogany 
rather than a chocolate brown. Eidinow and 
Hill, as reported by Mayer, aim at a mild 
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erythema reaction with each dose applied. To 
secure this they use a source of light with a great 
intensity of ultraviolet energy and avoid over- 
heating the body by using short and intense ex- 
posures. When desquamation of skin occurs, 


Fig. 8. 60 Ampere Twin Arch Carbon Arc lamp with the 
Corex-D filter used by Dr. Bosworth. 


treatments are interrupted until it ceases. When 
the skin no longer reacts to the mercury quartz 
light, the long flame carbon arc is used, later 
changing to carbons impregnated by various 
metals. Their method requires only fifteen 
minutes maximum radiation front and back in 
contrast to the Finsen method where a two hour 
exposure of artificial light is the rule. 

With a new air-cooled quartz mercury light, 
Mayer® on a purely emperical basis begins with 
a three minute exposure at a distance of thirty- 
six inches from the body. He applies two ex- 
posures in front and two behind and a fifth one 
over the area of disease. Exposures are in- 
creased by one minute a day until twenty minutes 
over each area “front and back on all five parts 
is given.” This makes a total exposure of 100 
or more minutes. When the twenty minute 
period over each area is reached, the quartz 
burner is then lowered about one inch every day 


[September, 1931] 


until it is eighteen inches from the skin. As the 
lamp ages the length of the exposures can be 
increased. The room temperature is maintained 
at about 70° F. and moving air provided by 
means of proper ventilation. When necessary, 
heat is added. In addition to general body ex- 
posures with the air-cooled mercury vapor light, 
local applications of the water-cooled mercury 
vapor light are used in superficial forms of tuber- 
culosis. 

Because of a large number of patients to be 
treated, we ray the entire body at one exposure 
progressing in the manner outlined by Mayer, 
thus reducing the time required for a treatment 
of each patient from 100 minutes to forty min- 
utes. This enables a larger number of patients 
to be treated per lamp per day than the other 
method. 

The technic in the use of the water-cooled 
quartz mercury lamp varies also with the lesion 
to be treated and the therapist. Some physicians 
prefer to radiate patients every day with very 
small doses while others use larger doses and 
only radiate once or twice a week. The results 
obtained with either method are about the same. 
In general, the exposure with this lamp is meas- 
ured in seconds as compared with minutes for 
the air-cooled lamp. 

The Finsen group using the carbon arc begin 
with a fifteen minute radiation, front and back, 
and then increase the radiation fifteen minutes 
per day front and back until exposures of two 
hours daily are reached. The distance from the 
lamp varies with the heat tolerance of the in- 
dividual. The treatment is frequently accom- 
panied by sweating and is often terminated with 
a sponge bath. Additional local exposures are 
made when possible. When carbons are im- 
pregnated by various metals, different types of 
rays are emitted and the amount of radiation 
used depends upon the skin erythema desired and 
the general constitutional reaction of the patient 
to light therapy. With a 90 ampere Schwartz 
carbon arc light, beginning exposures are usually 
limited to half a minute with perhaps the maxi- 
mum exposure of thirty minutes.* With the 60 
ampere Eveready carbon arc lamp with a Corex- 
D filter (Fig. 8) and at a distance of 55 to 68 
inches from the patient, Bosworth** recommends 
that the body be zoned as it is for solar radi- 
ations and that exposures be gradually increased 
as they are under light therapy. However, when 
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the chest has been exposed five minutes, he then 
recommends that general body radiation be 
limited to five minutes, front and back, increas- 
ing five minutes a day front and back until thirty 
minutes exposure anterior and posterior have 
been reached. 

It is understood that these are merely sugges- 
tions for the technic of the ordinary exposures 
and that each patient represents an individual 
problem. An over-exposure to either sunlight 
or artificial light will result in tissue injury 
rather than in stimulation. This injurious reac- 
tion is usually manifested by cutaneous reactions 
such as blistering, intense burning and systemic 
reactions, such as fatigue and an increase in the 
pulse and temperature rate which persists. This 
last reaction is probably due to an intense focal 
reaction similar to the focal reaction produced 
from an over-dose of tuberculin. Therefore, 
great care must be exercised to see that the in- 
dividual does not receive a greater amount of 
radiation than he can tolerate. In some instances 
it may be advisable to radiate the patient every 
day but to reduce the length of exposure, and in 
others to radiate the patient only every other 
day. In all instances, individualization is neces- 


sary and the physician is to be guided chiefly by 
the skin reaction and the general reaction of the 
patient to light therapy. 


RESULTS 


After nine years experience in heliotherapy, 
both natural and artificial, we agree with those 
who believe that where general body radiations 
are indicated, the best results will be obtained 
from natural sunlight. We have had ample op- 
portunity to observe that in the fall, at the end 
of a summer’s sun, our patients are in much bet- 
ter condition than they are in the following 
spring after several months of quartz mercury 
radiation. This, of course, is to be expected be- 
cause as Coblentz® states, “physically there is 
no comparison between this type of radiation 
and that of the sun and it is hardly to be ex- 
pected that these two sources of light will give 
the same results in all types of treatment.” As 
the white flame carbon are with a Corex-D filter 
emits a source of light which is more like sun- 
light than that obtained from any other artificial 
source, it is natural to expect the results from 
this type of lamp to be more similar to those ob- 


HELIOTHERAPY—MARIETTE 807 


tained from sunlight than those obtained from 
any other type of artificial light. 

The results to be expected in groups 1 and 2 
vary, of course, with the type, extent and sever- 
ity of the extra-pulmonary lesions and the pul- 
monary complications. Excellent results with 
natural and artificial heliotherapy, using both 
general and local radiations, have been obtained 
in tuberculosis of the skin. Tuberculosis of the 
superficial glands, as a rule, responds very well 
to general and local radiations with sun and arti- 
ficial sources of light. Local X-ray treatments 
increase fibrosis and reduce the period of treat- 
ment. 

In very early cases of bone and joint tubercu- 
losis, before bone destruction or erosion of car- 
tilage has occurred, good results can be obtained 
from heliotherapy plus good orthopedic sense, if 
the treatment is continued long enough. Many 
of such patients will have a functioning joint. 
If the process has gone on to bone destruction 
or erosion of the cartilage, a more permanent 
result can be obtained as well as the length of 
treatment reduced if surgery is added at the 
proper time. In such cases an ankvlosed joint 
results. 

In extremely early cases of renal tuberculosis, 
before the lesion has ulcerated into the pelvis, or 
the function of the kidney impaired, good results 
may be obtained with heliotherapy combined 
with bed rest. In unilateral lesions where there 
is ulceration into the kidney pelvis, heliotherapy, 
before and after nephrectomy, combined with 
bed rest will improve the results. In bilateral 
cases of renal tuberculosis, heliotherapy is only 
palliative but often produces surprisingly good 
clinical results, even including the disappearance 
of tubercle bacilli from the urine. Sooner or 
later most of these patients relapse. Genital 
tuberculosis is usually secondary to a renal in- 
fection although it can occur without it. When 
the renal focus is removed and the external 
evidence of genital tuberculosis, such as epi- 
didymitis is properly treated, including the use 
of heliotherapy, the lesions in the bladder, pros- 
tate and seminal vesicle usually heal rather 
promptly under heliotherapy, plus other factors 
of sanatorium regimen. 

Tuberculosis of the peritoneum does unusually 
well under heliotherapy. When the focus is re- 
moved later, there is very little possibility of 
recurrence of the disease. 
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Intestinal tuberculosis does very well under 
general heliotherapy supplemented by local ap- 
plications with the air-cooled mercury lamp and 
a suitable diet. Whether carbon arc lamps with 
a Corex-D filter will prove more valuable in this 
type of lesion or not can only be determined 
through more study. 

Tuberculosis of the middle ear and the larynx 
give excellent results under general solar radi- 
ations plus local radiations with the water-cooled 
quartz mercury light. 

Tuberculosis of the anus and lower rectum 
give good results when general solar radiations 
are combined with adequate surgery at the 
proper time. 

In pulmonary tuberculosis, group 3, the results 
to be obtained from natural and artificial sources 
of sunlight using general body radiations are 
excellent and surpass those obtained in any other 
form of treatment. 

In group 4 the results in selected cases with 
properly supervised heliotherapy, both natural 
and artificial, are good. We have been very 
fortunate in having many cases go on to more 
complete fibrosis under this type of treatment 
than when the ordinary sanatorium treatment 
was used. 

As heliotherapy is contra-indicated in group 5, 
only poor results can be expected. 

Appreciation is due Dr. Wilhelm Strenstrom, 
Associate Professor of Biophysics, University of 
Minnesota, Minneapolis, for valuable criticism 
of that portion of this article which deals with 
the physical characteristics and physiological 
effects of light. 


BIBLIOGRAPHY 


1. McCollum and Simonds: Newer knowledge of 
nutrition. 4th edition, New York, Macmillan and 
Company, 1929, p. 333. 

2. Luckiesh, M.: Artificial sunlight. Van Nostrand 
and Co., Inc., New York, p. 61, 1930. 

3. Mayer, Edgar: The fundamentals and clinical 
aspects of light treatment with special relation to 
tuberculosis. Jour. Am. Med. Assn., 89:361 (July 
30), 1927. 

4. Greider and Downes: 
sunshine and its substitutes. 

. Illum. Eng. Soc., 1930. 

5. Coblentz, W. W.: A comparison of the ultra- 
violet component radiation from the carbon arc 
and mercury arc lamps and from the sun. Am. 
Jour. of Electroth. and Radiol., 43:445 (Dec.), 1925. 

6. Coblentz and Stair: Data on ultra-violet radiation 


Physical characteristics of 
Presented before 


10. 


11. 


13. 


14. 


15. 


16. 


17. 


18. 


. Thomas and Kinsella: 


. Thomas and Kinsella: 


SSSS83 BRB NS 


. Bosworth, Robinson: 


[September, 1931] 


and the solarization of window materials. Re- 
search paper No. 113, Bureau of Standards, Res. 
Jour., Vol. 3 (Nov.), 1929. 

Mayer, Edgar: Clinical application of sunlight 
and artificial radiation. Williams and Williams, 
Baltimore, 1926, p. 188. 


. Coblentz, W. W.: Sources of ultra-violet radi- 


ations and their physical characteristics. Jour. Am. 
Med. Assn., 92:1834 (June 1), 1929. 

Coblentz, Dorcas and Hughes: Radiometric meas- 
urements on the carbon arc and other sources 
used in phototherapy. Jour. Am. Med. Assn., 
88 :390 (Feb. 4), 1927. 

Coblentz, W. W.: Sources of ultra-violet radi- 
ations and their physical characteristics. Jour. Am. 
Med: Assn., 95:411 (Aug. 9), 1930. 

Dorcas, M. J.: Research Department, National 
Carbon Company. Personal Communication. 
Miescher, G.: Das Problem des Lichlschutzes und 
der lichtgewohung Strahlentherapie, 35 :403, 1930. 
Uhiman, E.: Uber die Abbangigkeit der Pigment- 
bildung von der Wellenlange der Strahlung. Strah- 
lentherapie, 35:361, 1930. 

Rollier, A.: Heliotherapy. Oxford Medical Pub- 
lications, London, p. 205, 1923. 

See reference No. 2, p. 58. 

Eidinow and Hill: Protection afforded by short 
infra-reds and red rays to lethal dosé of Staphy- 
lococcus. Brit. Med. Jour., 1:388 (March 1), 1930. 
Marshall and Knudson: Formation of V-D by 
monochromatic light. Jour. Am. Chem. Soc., 
52 :2304 (June), 1930. 

Coblentz, W. W.: Summary data on the trans- 
missibility of ultra-violet radiation through glasses 
and glass substitutes used for therapeutic proper- 
ties. Trans. Nat. Tub., p. 71, 1928. 

Coblentz, W. W.: Ultra-violet transmission 
glasses. Jour. Am. Med. Assn., 95 :864 (Sept. 20), 
1930. 


. See Reference No. 7, p. 318. 
. Bendis, 


J. Harry: Heliotherapy, Minn. Med., 


5:203 (May), 1922. 


. Petter, C. K.: Present status of heliotherapy in 


tuberculosis. Ann. Int. Med., 4:1452 (May), 1931. 


. Thomas and Boquist: The diagnosis of renal tu- 


berculosis. Trans. Nat. Tub. Assn., p. 178, 1925. 
Renal tuberculosis. A pre- 
liminary report of a clinical research problem. 
Jour. Urol., 17:395 (Apr.), 1927. 

Some data concerning the 
clinical course of renal tuberculosis. Jour. Urol., 
19:95 (Feb.), 1928. a 


. See Reference No. 7, p. 223. 
. Fansler and Petter: 


Rectal fistule in the tuber- 
culous. Minn. Med., 10:698 (Nov.), 1927. 


. Petter and Fansler: Tuberculosis of the anus and 


rectum. Minn. Med., 14:622 (July), 1931. 

See Reference No. 7, p. 207. 

See Reference No. 14, p. 18. 

See Reference No. 14, p. 21. 

See Reference No. 14, p. 205. 

Personal communication. 





co 
tre 


an 
to: 


an 
in 
Vi 


se 
th 


tic 
ce 
bl 
bu 


Ta 
en 
ac 


as 


ze | > 





he 
ol., 


br- 


nd 











IMPAIRMENT OF VISION FOLLOWING HEAD INJURY* 


ArtTHUR Epwarp Smit, M.D., F.A.C.S. 
Minneapolis 


NUMBER of factors have combined, dur- 
ing the past two decades, to bring about a 
considerable increase in the relative number of 
traumatic cases encountered in surgical practice. 

Modern industry provides its share of these, 
and traffic hazards, since the advent of the au- 
tomobile, have greatly increased the incidence of 
injuries, and given rise to a relative as well as 
an actual increase in the number of traumatisms 
involving the head. About 75 per cent of indi- 
viduals who have sustained head injuries of any 
consequence complain afterward of visual dis- 
turbances. These may comprise anything from 
a slight, transient obscuration of sight to com- 
plete blindness. 

Naturally these sequele frequently form the 
basis for claims for compensation or damages. 
It devolves upon the examining surgeon to deter- 
mine the exact nature and extent of the loss of 
visual function, to decide whether the existing 
impairment is due in part or entirely to the par- 
ticular injury in question, and to exclude malin- 
gering. 

Injury to the visual mechanism manifests it- 
self in various ways. Thus we may encounter in 
these patients : 

1. Impairment of central vision. 

2. Defects in the peripheral fields of vision. 

3. Impairment or loss of function of the cor- 
tical centers or association fibers, causing con- 
ceptual blindness (mind blindness or object 
blindness) in which the patient can see objects, 
but fails to recognize them for what they are. 

4. Loss of ability to distinguish colors. 

5. Motor derangements, including ptosis, pa- 
ralysis of the extrinsic ocular muscles, interfer- 
ence with the normal pupillary reactions, loss of 
accommodative power, impairment of conjugate 
ocular movements, etc. 

6. Nystagmus. 

7. Purely psychic affections of the sight, such 
as occur in hysteria, traumatic neurasthenia, etc. 

In the trial of cases involving litigation over 
the alleged effects of head injuries great stress 
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is always laid upon the presence or absence of 
demonstrable skull fracture, although it is an 
obvious and well known fact that this is alto- 
gether secondary in importance to the question 
of the nature and extent of the injury to the 
brain. Extensive fracture of the skull may be 
present in cases in which there are no subsequent 
evidences of any brain trauma of consequence, 
and there are, of course, many cases of serious, 
and even fatal, injury in which there has been 
no loss of osseous continuity. For instance, those 
cases of fatal head trauma in which the only 
autopsy findings are multiple punctate hemor- 
rhages into the deeper structures of the brain, 
seem to be observed only in the absence of skull 
fracture. 

Much of the experimental work which has 
been done in an attempt to work out the physics 
and mechanics of head injuries has been without 
very significant results. This is natural in view 
of the fact that in cadavers (which can rarely 
be examined in the fresh condition) the rigidity 
and inertness, the muscular atony, absence of 
circulation and deflux of the cerebrospinal fluid 
give rise to physical and mechanical conditions 
which are quite different from those which exist 
in the living subject. However, some of the 
studies along this line, such as the experiments 
of Felizet on the elasticity of the cranium, the 
work of Coppez on the mechanism of chiasmal 
injuries, etc., have been of definite value. 

Because of the structural characteristics of the 
skull, a vault affording almost complete bone 
continuity, with closed sutures and with a base 
weakened by many openings for nerves and 
blood vessels, in blows or falls upon the vertex 
of the head, the force naturally tends to be trans- 
mitted to the base. This frequently causes a 
basal fracture with or without a coincident frac- 
ture of the vault. 

The anatomical relationship of the optic 
nerves, chiasm, optic tracts and nuclear centers 
with the skull base, especially in the region of 
the middle fossa, explains the frequency with 
which these basal fractures are followed by dis- 
turbances of vision. 
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The force of blunt traumatism to the skull, 
from any angle, tends to pass around in radiat- 
ing directions, causing cracks with varying de- 
grees of separation of the bone. These cracks 
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Fig. 1. Dissection showing relationship of abducens nerve to 
petro-spheno-basilar ligament. 


naturally tend to follow the weaker structures 
lying between the bony buttresses, and hence to 
involve the fossz. 

Fractures which irradiate from the parieto- 
temporal region to the corresponding middle fos- 
sa are much the most frequent of all fractures 
extending to the base. This is due to the ex- 
treme thinness of the bone in this part, and to the 
fact that at this point is found the greatest dis- 
tance between the two nearest reinforcements— 
the orbito-sphenoidal pilaster in front and the 
pilaster of the petrosa and mastoid tuberosity 
behind. 

In fractures of the middle fossa, particularly 
those which injure its posterior portion, the pyr- 
amid formed by the petrosa is almost always in- 
volved. The line of fracture usually follows a 
course parallel to the axis of the pyramid. The 
inelasticity of the pyramid, the numerous canals 
which traverse it, and its oblique median slant 
make this region particularly vulnerable. In 
fractures parallel to the axis of the pyramid the 
apex is almost always involved, especially when 
the bone is sharpened into a simple apophyseal 
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lancet or, as in some cases, is joined to the 
petrosa by a small osseous pedicle. 

Due to the firm attachment of the petro- 
sphenobasilar ligament (which connects the apex 
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Fig. 2. Ajello’s case of fracture of the right middle fossa ex- 
tending into the optic foramen of the opposite side. 


of the petrosa to the dorsum of the sella and to 
the basilar process of the occipital bone), the 
apex is not able to take part in the rotation of 
the pyramid, a condition liable to occur in trau- 
matisms of the median fossa. The anatomy of 
Dorello’s canal is of interest in this connection. 
Vail says, “Between the spina sphenoidalis and 
the processus clinoideus posticus there is a sinus 
with its concavity directed superiorly and later- 
ally. It is bridged over by the petro-spheno-basi- 
lar ligament. In this space lie the abducens nerve 
and the inferior petrosal sinus where it empties 
into the cavernous sinus. The abducens lies in 
the lower boundary of this area, often being con- 
fined to the angle which the spina sphenoidalis 
makes with the upper margin of the pyramid of 
the petrous bone, which at this point is some- 
what flattened from above. After leaving Do- 
rello’s canal the abducens makes a slight bend 
and enters the cavernous sinus, where it now lies 
in near relationship to the carotid artery.” 

The trunk of the abducens nerve (Fig. 1), 
passing beneath the ligament and in close contact 
with the bone, is almost always injured in frac- 
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tures in this region. This gives rise to one of 
the most frequently encountered traumatic 
peripheral paralyses in basal fractures—that of 
the external rectus. 

In most fractures extending into the petrous 
portion the apex is found to be broken and sep- 
arated from the rest of the bone for about 3 mm. 
distance. This corresponds precisely with the 
length of the fixed portion of the petro-spheno- 
basilar ligament. 


The majority of fractures of the middle fossa 
terminate in the foramina of the same side. It 
must, however, be remembered that they some- 
times reach the optic foramen on the opposite 
side. Ajello cites a case of fracture of the right 
median fossa extending completely across the 
length of the pyramid bordering its upper mar- 
gin and passing obliquely into the corresponding 
foramen lacerum. From here the fracture 
ascended the internal face of the cavernous sinus 
and ran across the sella into the optic foramen 
of the opposite side (Fig. 2). 

The extent of fractures of this kind is some- 
times overlooked at autopsy if the whole base 
of the cranium is not completely denuded of the 
dura, which is closely adherent to the subjacent 
bone, often concealing slight and incomplete lines 
of fracture. 

In basal fracture there is frequent participa- 
tion of the walls of the orbit. Of eighty-six cases 
Von Holder found seventy-three in which the 
orbit was involved. The majority of orbital frac- 
tures extend into the optic canal and foramen. 
The anatomical relationship of the optic nerve 
with the foramen and canal is such that the nerve 
is almost inevitably injured. The meninges of 
the brain here form three concentric sheaths 
around the nerve. The inner sheaths are deli- 
cate and easily lacerated; the external (dural) 
sheath adheres very closely to the periosteum 
of the foramen and the canal, especially to the 
upper and internal walls, which are very fragile. 
The spaces bounded by the three sheaths sur- 
rounding the nerve are closed anteriorly, but 
communicate directly with the subdural and sub- 
arachnoidal spaces of the brain posteriorly, mak- 
ing possible the violent penetration of the endo- 
cranial fluid in severe injuries of the head. This 
explains the microscopic findings, since the pene- 
tration of the cerebrospinal fluid, besides causing 
expansive elevation of the sheath of the nerve 
and rupture of its trabecular network, gives rise 
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to separation, contusion and laceration of the 
nerve elements and disorientation of their molec- 
ular relationship. In extravasation of blood into 
these spaces, the source of the hemorrhage may 
be the subdural cranial space, the ophthalmic 
artery or its branch, the central artery of the re- 
tina either before or after it enters the nerve 
about 12 mm. from the eyeball. 

In Miceli’s case, in which the patient died of 
pneumonia about six weeks after the injury, 
(fracture involving the right optic canal), macro- 
scopic examination showed the optic nerve to be 
thickened in the form of a club with the most 
swollen part toward the anterior extremity. 
Microscopically there was increase in the inter- 
vaginal space, more marked toward the distal 
end. In the vicinity of the lamina cribrosa the 
nerve fibers were tightly packed although in the 
tracts small vacuoles of varied form were inter- 
posed. There were ovoid lacunz, lined with 
endothelium only from the side of the arachnoid. 
Some of these lacune penetrated like a fissure 
into the dural sheath. 


The mechanism of injury to the optic chiasm 
is of particular interest. That cranial trauma- 
tisms so often fail to affect the chiasm is due to 
the latter’s being so placed that it is seldom 
touched by the lines of fracture or splinters of 
bone. 

The chiasm does not rest upon a bony surface 
but is encased in an arachnoid covering and 
situated above the anterior part of the tentorium 
of the hypophysis. It does not have direct con- 
nection with the diaphragm of the pituitary body, 
from which it is separated by the cisterna basalis 
of the subarachnoid space. This intervening 
space varies from 4 to 10 mm. 


Hence, the line of fracture, even if it passes 
through the sphenoid body and optic groove, does 
not touch the chiasm (Fig. 3). Radiograms do 
not show bony splinters in this region nor have 
they been found at autopsy. It is probable that 
hemorrhage seldom exerts enough pressure on 
the chiasm to destroy the function of the crossed 
visual fibers. 

Certain types of fracture are particularly lia- 
ble to be associated with injuries of the chiasm. 
These are fronto-sphenoidal fracture, antero- 
lateral fracture with depression of the external 
orbital wall, and petro-occipital fractures extend- 
ing to the spheno-petrosal suture. 

The fronto-sphenoidal fracture is especially 
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common in automobile injuries and is usually the 
result of violence to the frontal region. As a 
rule, in these cases, the optic nerve is injured at 
the canal, causing a more or less complete monoc- 














Fig. 3. Relationship of chiasm to hypophysis and os sphenoidale. 


ular blindness promptly followed by atrophy ; oc- 
casionally, however, a bitemporal hemianopsia is 
observed. The mechanism of the production of 
these hemianopsias is apparent. 

In his experiments on the elasticity of the 
cranium, Felizet has shown that antero-posterior 
blows may increase the transverse diameter as 
much as 8 millimeters without fracture occurring. 
In more severe traumatisms, which would in- 
evitably be followed by fracture, the trans- 
verse “spread” is still greater. The ethmoid is 
depressed from front to back and is fractured 
in the same direction. The two optic canals are 
thus violently separated from each other, pulling 
away with them the optic nerves (Fig. 4). Cop- 
pez has demonstrated that the vulnerable points 
of the chiasm are the anterior angles at the at- 
tachments of the optic stalks. The nerve is 
firmly adherent to the walls of the optic canal 
and, if the traction induced by the “spread” is 
sufficient, the chiasm suffers a saggital laceration 
which is, of course, followed by a bi-temporal 
hemianopsia. If some of the bundles of crossed 
fibers have been preserved there will be small 
areas in the temporal fields where vision will be 
intact. The macula is not, as a rule, involved and 
central vision usually remains unaltered. 

The second type of fracture referred to above ; 
i.e., antero-lateral fracture with depression of the 
external orbital wall, is one frequently observed 
following automobile injuries in which a wheel 
has run over the head. In these cases, if the 
nerve is torn at the anterior orifice of the canal 
on the same side as the injury, there is a simple 
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loss of sight in the one eye. If, however, there 
should be an extensive fracture of the canal, the 
tearing away of the nerve takes place farther 
back at the angle of the chiasm, adding a loss 
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Fig. 4. Schematic drawing illustrating “spread” of 
optic foramina in compression of the cranium from 
force applied antero-posteriorly. 


of function of the temporal field in the other eye 
to whatever damage may have been done to the 
eye on the side of the injury. 

The third type of fracture mentioned (petro- 
occipital, extending to the spheno-petrosal 
suture) tends to follow a line parallel to the axis 
of the petrosa. The fracture line often reaches 
the sella turcica, running from behind forward 
and from the lateral to the mesial border, that 
is, perpendicular to the optic nerve on the same 
side. In this type of fracture, too, since the 
separation occurs in the direction of the course 
of the nerve, it may be assumed, that the nerve 
is suddenly and violently pulled by the spread of 
the bones, the force being transmitted to the 
chiasmal fibers as previously described. 

Of particular interest in connection with the 
mechanism of injuries to the cortical portion of 
the visual apparatus are the cases of pressure 
atrophy of the brain following cerebral trauma. 

Temple Fay in a recent article elucidates the 
underlying causes of these frequently overlooked 
or incorrectly diagnosed conditions. He demon- 
strates the effects of injury to the mechanism 
concerned in the secretion of the cerebrospinal 
fluid (the subarachnoid villi and pacchionian 





IMPAIRMENT OF VISION—SMITH 


bodies) and shows the importance of encephalog- 
raphy in the later determination of the degree 
of damage to the cerebral cortex. 

The experience of surgeons during the Great 
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Fig. 5. Visual field in total destruction of optic nerve 
between retina and chiasm. 


War has materially enriched the literature con- 
cerning the visual effects of cranial injuries even 
though, at that time, the examination of patients 
immediately following the trauma was, as a rule, 
necessarily superficial. Under the circumstances, 
detailed study of visual disturbances with care- 
ful mapping of fields, etc., could not be under- 
taken until considerable time had elapsed. 

There is still much to be learned in regard to 
cerebral localization so far as the visual ap- 
paratus is concerned. For example, considerable 
difference of opinion exists in regard to the cor- 
tical representation of the macula. In the light of 
what knowledge we now possess, it is, however, 
possible to locate, with considerable exactness, 
a lesion anywhere along the visual pathway from 
the retina to the higher cortical centers. These 


lesions are classified by Bing as follows: 
1. Lesions of the retina. 
2. Lesions of the optic nerve. 
3. Lesions of the chiasm. 


Fig. 6. Visual field in destruction of mesial fibers of 
optic chiasm. : 


4. Lesions of the optic tract, primary visual 
centers and radiation of Gratiolet. 

5. Lesions of the area striata (cortex of the 
cuneus and upper part of the lingual gyrus). 

6. Lesions of the convexity and white matter 
of the occipital lobe and the angular gyrus. 


RETINA 


Commotio retine is usually due to direct con- 
tusion of the eyeball, but cases of transient loss 
of vision may occur after head injuries in which 
there is no apparent injury to the globe. These 
may, rarely, show a slight cloudiness of the 
fundus but usually the ophthalmoscopic examina- 
tion is negative. 

A number of cases of retinal or pre-retinal 
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hemorrhages following head trauma have been 
reported. Papilloedema, when it occurs, usually 
appears on the fourth day after the injury. It 
may, on rare occasions, be found as early as the 
third day or as late’as the eighth day. Forrester, 
in examining the fundus in a large series of 
cases shortly after injury, did not observe a 
single case of choked disc. 


OPTIC NERVE BETWEEN GLOBE AND CHIASM 


Monocular blindness, exclusive of direct in- 
jury to the eye itself, is caused only by a lesion at 
this site (Fig. 5). In total destruction of the 
fibers the blindness is, of course, complete. If 
only part of the nerve fibers are destroyed an 
irregular restriction of the field of vision, 
scotomata, etc., will be found. In complete de- 
struction pupillary responses are not evoked by 
the affected eye but may be by the other eye, 
whose perception of light is unimpaired. In- 
juries at this point are promptly followed by 
atrophy of the nerve. The nearer to the disc the 
injury occurs the sooner the atrophy ensues. 


CHIASM 


If the lesion resulting from the injury involves, 
as it usually does, only the mesial portion of 
the chiasm, there is a partial or complete destruc- 
tion of the decussating fibers coming from the 
nasal halves of the retina. The result is a bitem- 
poral heteronymous hemianopsia (Fig. 6). 

If the external portions of the chiasm are 
destroyed, the mesial fibers remaining intact, 
there is suppression of the outer halves of the 
retine, giving rise to a nasal heteronymous 
hemianopia. Although rare, this may occur as 
a result of disease, but it is practically unknown 
in traumatic cases. Apparently the late war 
furnished only one case of a traumatic lesion of 
this kind and that was not very thoroughly 
studied. 

A lesion destroying exactly one-half of the 
chiasm would cause a complete loss of sight in 
the eye on the injured side and a temporal 
hemianopsia in the other eye. 

Optic atrophy (affecting the corresponding 
sectors of the discs) does not appear until some 
time after the injury. The atrophy is more 
marked in the disc contralateral to the injury be- 
cause of the crossed bundle being larger than the 
non-decussating one. 
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OPTIC TRACT, PRIMARY VISUAL CENTERS AND 
RADIATIONS OF GRATIOLET 


Destructive lesions here cause homonymous 
lateral hemianopia for the halves of the visual 
field on the side opposite to the lesion (Fig. 7). 

It is possible to determine whether or not the 
injury has involved a point peripheral to that at 
which the reflex fibers to the Edinger-Westphal 
nucleus are given off by eliciting the hemianopic 
pupillary reaction (Wernicke’s phenomenon). 
This is best carried out by using a small pocket 
flashlight with the end covered except for a 
small opening emitting a narrow pencil of light 
rays. This is held at about 45 cm. from the point 
of fixation through either half of the visual field 
while a disc of dull black cardboard or blotting 
paper is held on the side of the nose in order 
to prevent the reflection of rays toward the 
normal half of the retina. The test must, of 
course, be carried out in a darkened room. 

If the injury has caused a lesion peripheral to 
the point at which the reflex fibers to the pupil- 
lary nucleus are given off, the light thrown on 
the blinded half of the retina will not cause a 
contraction of the pupil, its access to the oculo- 
motor nucleus being blocked. On the contrary, 
if the lesion is central to this point, the pupil 
will react to the light since the nerve impulses 
are carried as far as the centers for the iris 
sphincters, although not being able to reach the 
cortical centers of vision. 


AREA STRIATA (CORTEX OF THE CUNEUS AND UPPER 
PART OF THE LINGUAL GYRUS ) 


If the whole visual area of the cortex on one 
side is destroyed (Fig. 8), the result is the same 
as in a destruction of the thalamo-occipital fibers 
on the same side, i.e., a homonymous lateral 
hemianopsia with retained pupillary reaction. If 
only a part of one cortical area is destroyed only 
a segment of the lateral field is obliterated, caus- 
ing a quadrant hemianopsia or symmetrically 
situated scotomata. 


CONVEXITY AND WHITE MATTER OF THE OCCIPITAL 
LOBE AND OF THE ANGULAR GYRUS 


“Bilateral lesions involving the visual memory 
centers in the cortex or the association fibers 
which pass thither from the area striata cause 
conceptual blindness, a condition in which the 
patient can see objects as flat surfaces or as solid 
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bodies but is unable to recognize them for what 

they are or to state their objects and uses.” 
Injuries to the angular gyrus cause alexia (in- 

ability to read) and sometimes a conjugate de- 


(—/, 


---Lesion a 


IND 


---Lesion Jb 


Fig. 7. Visual field in destruction of the right visual 
tract. (Lesion “A” peripheral to Edinger-Westphal nucleus 
—causing homonymous Roosianesta with abolished hemian- 
opic pupillary reaction.) (Lesion at “B” giving rise to same 
field changes with retained pupillary reaction.) 


viation. In case of a destructive lesion of the 
gyrus the deviation is toward the side of the 
lesion, the angular gyrus being a thoroughfare 
for fibers which connect the visual area with the 
frontal centers for the ocular muscles. 


LOSS OF ABILITY TO DISTINGUISH COLORS 


Head trauma may be followed by loss of the 
color sense. This may be transient or permanent 
and may affect all or only a part of the visual 
field. Color blindness may be the only visual 
symptom complained of or it may be associated 
with impairment of central or peripheral vision. 
In traumatic cases, the fields of vision for color 
contract earlier that those for form, the nerve 


815 


fibers concerned in the conduction of colors being 
apparently more sensitive to the effects of pres- 
sure than those concerned in the transmission of 
the perception of form. Suker says that lesions 


Fig. 8. 


. Fields in destruction of white matter of occipital 
obe. 


(Homonymous hemianopsia with alexia.) 


central to the chiasm and tract are very seldom 
preceded by color changes and ascribes this to 
the fact that beyond the primary centers the 
form and color fibers are more widely separated 
than they are in the nerve, chiasm and tract. 


MOTOR DERANGEMENTS 


These may affect the lids, the muscles con- 
cerned in ocular movement or the intrinsic 
muscles governing the pupil and accommodation. 

Paralysis of the orbicularis palpebrarum oc- 
curs rather frequently in injuries of the facial 
nerve. Parsons says that unilateral facial 
paralysis is the most common cranial nerve lesion 
in fractures of the skull base. The injury may 
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affect the supra-nuclear or infra-nuclear portion 
of the nerve. As a rule the orbicularis is not in- 
volved in lesions situated above the nuclear 
center. These paralyses are important clinically 


- —--—-N. oculomotorius 
N. trochlearis 
------ N. abducens 


yr 


Fig. 9. Dissection of skull base showing relationship of oculo- 
motor, trochlear and abducens nerves. 


since the defective lid closure causes the cornea 
to be exposed to desiccation, especially during 
sleep. This is sometimes followed by a keratitis e 
lagophthalmo with subsequent impairment of 
sight. 

Paralysis of the levator palpebre superioris 
sometimes follows head injury. The trauma may 
affect the nerve close to the lid, in which case a 
simple ptosis will follow. In case the injury to 
the third nerve has affected a point above where 
the levator fibers are given off, some or all of 
the other muscles innervated by the oculo-motor 
will be involved. 

Interruption of the sympathetic oculo-pupillary 
innervation is evidenced by the Bernard-Horner 
syndrome. 

1. “Sympathetic” ptosis from paralysis of the 
involuntary portion of the levator of the upper 
lid. 

2. Enophthalmos from paralysis of the 
musculus orbitalis. (This may be slight or not 
demonstrable at all.) 


MINNESOTA MEDICINE 


[September, 1931] 


3. Paralytic miosis from interference with 
the function of the dilating fibers of the pupil. 

This syndrome is a rather rare sequel of head 
injury. In one case seen by the writer the pa- 
tient gave a history of having been injured in an 
automobile accident. He was thrown against the 
side of the car, striking the left side of his head 
against the frame. He was dazed for a while 
but only unconscious for a few moments, if at 
all; there was no evidence of skull fracture; the 
skin was unbroken; there was a bruise over the 
left temple and a discoloration of the left upper 
eyelid—ttypical Bernard-Horner syndrome. Neu- 
rological findings were otherwise negative. 
When the patient was last seen, two months after 
the injury, the condition was unchanged. 

The most frequently encountered of the trau- 
matic paralyses of the extrinsic muscles are 
those of the sixth nerve (abducens). This nerve 
is particularly vulnerable because of its long 
course, its exposed position, and its relations to 
the petrous portion of the temporal bone and the 
petro-spheno-basilar ligament (Fig. 9). 

In destructive injuries there is complete paraly- 
sis of the external rectus muscle with inability to 
abduct the eye. Abducens palsy follows in about 
4 per cent of all basal fractures. Because of the 
supranuclear innervation of the ocular muscles 
being almost altogether bilateral, unilateral 
paralyses are nearly always due to nuclear or in- 
franuclear lesions. 


Post-traumatic lesions of the third nerve 
(oculomotor) are less frequent, occurring in 
about 2 per cent of basal skull fractures. All, or 
only a part, of the muscles supplied by the nerve 
may be affected. In ophthalmoplegia totalis there 
is a ptosis (from paralysis of the levator) and 
the eye is turned strongly outward and a little 
downward from the action of the muscles not 
supplied by the third nerve, i¢., the external 
rectus and the superior oblique. Strictly speak- 
ing, of course, a total ophthalmoplegia would 
involve the abducens and trochlearis as well. The 
pupil is dilated and immobile and the power of 
accommodation is lost. The paralysis may affect 
only the extrinsic muscles, leaving the mechanism 
of the pupil and accommodation intact, or it may 
affect only the sphincter of the pupil and the 
ciliary muscle. By reason of its extensive con- 
nection with the petrosa the third nerve shares, 
in a measure, the vulnerability of the abducens 
and trochlearis; it is particularly liable to be in- 
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jured in fractures running into the superior or- 
bital fissure. The nerve enters the fissure at its 
largest part close to the optic foramen and hence 
it is frequently involved in fractures of this 
region. 

The fourth cranial nerve is affected in about 
1 per cent of basal fractures. In patients who 
have sustained an injury to the trochlearis there 
is a characteristic tendency to turn the head 
toward the shoulder of the affected side and 
drop the chin in an effort to overcome the double 
vision. The image seen by the paralyzed eye is 
lower than that of the injured, and its upper end 
is tilted inward. 

Reflex immobility of the pupil (Argyll-Robert- 
son’s sign) may occur as a result of cranial trau- 
ma. It is usually transitory. When due to an 
injury of the reflex centers it is bilateral. When 
observed in connection with injury to the orbit 
it is usually unilateral. 

In injuries of the association centers (Fig. 
10), there are encountered the type of paralyses 
which do not affect the muscles individually but 
which interfere with associate movements. This 
may take the form of an inability to converge, 
to look to the right or left, or upwards or down- 
wards. In injuries causing destruction of the 
fibers of the cortico-nuclear tract above the pons, 
the patient looks toward the side on which the 
lesion is located; on the contrary, if the lesion is 
in or below the pons (the fibers of the tract 
having crossed) he looks away from the injured 
side. 

Compensation usually occurs in conjugate 
paralyses which are, therefore, as a rule, not 
permanent. Riley says that there may be a 
paralysis of lateral deviation without any demon- 
strable lesion of the sixth nerve nucleus, and 
states that the center for lateral deviation is not 
identical with the abducens nucleus, but is 
situated in the near vicinity. He has observed 
bilateral loss of conjugate gaze in midline pon- 
tine lesions. 


NYSTAGMUS 


Nystagmus is an infrequent sequel of head in- 
juries. Blakeslee observed it in thirteen out of 
six hundred and ten cases. It is an early symp- 
tom in those cases in which it occurs. The 
nystagmus following brain-stem lesions is apt to 
be permanent and thus may affect the future 
earning power of the injured person. That fol- 
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lowing injury to the labyrinth or cortical centers 
is usually transitory. Nystagmus observed in a 
person who has sustained a head injury is not 
necessarily a consequence of that injury. It may 


Fig. 10. Projection of visual tracts on brain surface. 


Aft 
Max Brédel.) — 


be congenital or due to some pre-existing con- 
dition such as labyrinthine disease, diseases of 
the central nervous system, such as multiple 
sclerosis, cerebellar lesions, etc. It is sometimes 
observed in alcoholics and in drug addicts and 
may occur as an occupational neurosis, as in coal 
miners. 

Head trauma is also sometimes followed by 
simple conjugate oscillatory movements of the 
eyeballs. In such cases the oscillations are simple 
and irregularly grouped, lacking the characteris- 
tic rythmic phases of true nystagmus. 


PSYCHIC AFFECTIONS OF THE SIGHT FOLLOWING 
HEAD INJURY 


These may be grouped under two general 
headings: those cases due to hysteria, in which 
the underlying principle is that of inhibition ; and 
those which are the result of a traumatic neuras- 
thenia, in which the essential element is fatigue. 

The theoretical differentiation of these condi- 
tions is simple, but the establishing of a valid clin- 
ical diagnosis may offer considerable difficulty. 
Hysteria and neurasthenia may co-exist in the 
same patient; a tendency to malinger may com- 
plicate either condition, thus adding to the dif- 
ficulty in arriving at a conclusion. 

The particularly interesting feature of ocular 
hysteria, as of that affecting other parts of the 
body, is its simulation of a wide range of organic 
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conditions. Head’s classification of the ocular 
manifestations of hysteria is as follows: 


1. Disturbances of sensibility 
Anesthesia and hyperesthesia of the skin 
of the lids, cornea and conjunctiva 
Photophobia 
Neuralgia 

2. Visual disturbances 
Diplopia 
Polyopia 
Erythropsia 
Macropsia and micropsia 
Amblyopia and amaurosis 
Hemeralopia (from reduced retinal func- 
tion ) 

Visual field disturbances 

3. Disturbances of motility 
Ptosis 
Blepharospasm 
Strabismus 
Spasm of accommodation 
Miosis and mydriasis 
Hysterical cycloplegia 
Accommodative asthenopia 
Nystagmus 
Conjugate deviation 
Convergence insufficiency 
External ophthalmoplegia 

4. Secretory disturbances 
Epiphora and lacrymation 
Dryness of conjunctiva 

5. Subjective complaints 
Insomnia 
Vertigo 
Inability to concentrate 


The characteristic perimetric changes in 
hysteria are: 

1. Concentrically contracted fields 

2. Tubular fields 


3. Reversal of color fields 

It is of interest to note that even in extreme 
contraction of the fields, these hysterical patients 
have no difficulty in orientation such as ac- 
companies similar contractions due to organic 
lesions. 

Head injury in a neurasthenic person or one 
with a neurasthenic tendency may be followed by 
the exhaustion phenomena characteristic of ocu- 
lar neurasthenia. These phenomena may take the 
form of an incapacity of the eye for continuous 
exertion in close work, pain on continued read- 
ing, sensitiveness to light, etc. The characteristic 
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spiral fatigue field of Von Reuss is frequently 
encountered. In hysteria the involvement of the 
field is usually constant, while in neurasthenia it 
is variable. 
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PRESIDENT’S LETTER 


HE present unprecedented program for veteran’s relief was already foreshadowed in 
1920 when the United States Public Health Service was replaced by a Veteran’s Bureau 
for the administration of disabled veterans’ affairs. 


Why did not the American Medical Association committees who approved those orig- 
inal medical policies of the Veterans’ Bureau, propose, instead, their enlightened 1931 insur- 
ance plan for the care of veterans? 


This is a question that the men who are working for the Shoulders insurance proposal 
for modifying the government veterans’ program are going to meet often in the next few 
months particularly from officials of the disabled veterans’ associations. These officials have 
been working all these years, they tell me, for just such liberalizations of the Veterans’ 
Bureau policy with regard to the war disabled as the Shoulders plan would guarantee to 
every veteran whatever the origin of his disability with one sweeping gesture. 


The physician and organized medicine in general undoubtedly missed a brillant opportu- 
nity to perform a great public service when they failed to see the obvious trend in those 
early crowded days of random veterans’ relief measures. 


That it is much easier to see obvious trends after these trends have unmistakably 
revealed themselves goes without saying. War was never before fought on the scale of 
the World War and war relief drawn to the scale of the present Veterans’ Bureau program 
was hardly even to be imagined. It is not to be wondered at, probably, that few physicians 
or anybody else foresaw the magnitude to which the program would grow in less than 
fifteen years from the date of the armistice. 


To do anything now to divert the feverish hospital building program of the govern- 
ment, to check the debilitating policy of paternalism toward the ex-soldier will be harder, 
much harder, than ten years ago or five years ago or even two years ago before the appro- 
priation of the last congress was made. 


_ We must recognize this fact at the same time we acknowledge, also, that it does not 
relieve us from the obligation of doing what we can now. 


The resolution offering disability insurance in place of unlimited government hospital- 
ization for ex-service men has the support of many wise men in and out of the medical 
rofession. It was sponsored by H. H. Shoulders of Tennessee at the May House of 
elegates meeting of the American Medical Association and it appears to offer a workable 
solution to the problem of supplying all veterans with medical care for all their ailments 
without involving the government in a huge system of veterans’ hospitals. As explained 
and commented upon by C. B. Wright in his paper in this issue of MINNESOTA MEDICINE 
this plan would relieve the government of the enormous expense involved in adequate care 
for the veterans while the veterans themselves would be at liberty, under the terms of a 
general disability policy, to get their own treatment where and from whom they chose. 





The form that this disability policy might take is by no means confined to the sugges- 
tions embodied in the Shoulders resolution. In point of fact, certain inequalities between 
the treatment of service connected and non-service connected cases implied in the resolution 
— ey been called in question by service men’s organizations and will doubtless be 
adjusted. 


The point is that only a fraction of the hospitals have been built that must be built if 
the Veterans’ Bureau is to continue in its present policy, only a fraction of the money spent. 
If some such scheme as the Shoulders resolution suggests is feasible at all, either now or 


in the remote future, it should have the active earnest support of every forward looking 
citizen. 


President 
Minnesota State ene Association. 
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THE SHOULDERS RESOLUTION 


Elsewhere in this magazine is an important 
paper by Dr. C. B. Wright of Minneapolis in 
which is outlined the major arguments in sup- 
port of the Shoulders resolution passed in May 
by the House of Delegates of the American Med- 
ical Association. 

Similar discussions are appearing currently in 
medical journals all over the country represent- 
ing the first steps in an important general move- 
ment among physicians and legionnaires to mod- 
ify the existing government policy with regard 
to Veterans’ relief. 


a 


This new movement pins its hopes upon a sys- 
tem of insurance for veterans by which all who 
are disabled for any cause may be permitted to 
avail themselves at their own choice of civilian 
medical service and civilian hospitalization. 


This insurance plan is designed to save the 
government enormous amounts of money for 
hospital building and staffing; to protect ex- 
soldier morale now seriously endangered by the 
paternalistic policy of the Veterans’ Bureau and 
to find a means for using the already alarming 
number of empty beds in civilian hospitals. 


In point of fact, the current hospital building 
program of the Veterans’ Bureau presents a 
curious anomoly to anybody who is familiar with 
the situation in civilian hospitals. For the most 
part civilian hospitals are not in any sense money 
making institutions. They are very largely 
equipped by private gifts and endowments. 
Their present serious financial straits and the 
high prices that are necessarily charged to pa- 
tients are due to the fact that a large proportion 
of their beds are empty. And yet this huge en- 
dowment in equipment is about to be duplicated 
a hundred times over by the Government and for 
hospitals that will further empty civilian hos- 
pital beds. 


It is a question what the poor civilian who can 
claim no service record and no son or husband 
or father with a service record is going to do in 
another decade or two to get his hospital treat- 
ment at a fee that he can afford to pay in one 
life time. 

There is one legtimate objection to this new 
agitation for a change in the administration of 
veterans’ affairs. That is, of course, that it is 
a little late. Since the last Congress the Vet- 
erans’ Bureau is already embarked on a greatly 
magnified new hospital building program. Many 
thousands of ex-service men with disabilities of 
non-service connection have already applied for 
and received all manner of treatment in Vet- 
erans’ Bureau hospitals. But the difficulty of 
re-agitating this matter in Congress, of upsetting 
a new procedure which is rapidly acquiring the 
force of old precedent, should not deter any 
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really intelligent, determined effort toward 
changes. When the present appropriations are 
used up, more appropriations must be made, 
hundreds more hospitals must be built, untold 
millions spent, if the Veterans’ Bureau is to con- 
tinue unchecked in its present program. 


It is interesting to recall in this connection 
that a definite concerted medical movement for 
a change in veterans’ policy has been brewing for 
some time in Minnesota. Resolutions of objec- 
tion to the government program have passed our 
House of Delegates several times and the same 
insurance plan that was later amplified by Dr. 
Shoulders received considerable attention when it 
was proposed at the Duluth meeting more than 
a year since. 





MITRAL INSUFFICIENCY 


Less than two decades ago the diagnosis of 
mitral insufficiency was unusually common; to- 
day it is rather infrequently made. This turn of 
affairs has been referred to ironically by some as 
the result of medical vogue, but this is not the 
case. 


Great strides have been made in recent years 
toward greater accuracy of cardiac diagnosis, at- 
tributable in large measure to critical correlation 
of clinical and pathologic data, the latter obtained 
by carefully conducted necropsy. Another im- 
portant influence which has favorably affected 
diagnostic accuracy is the changing attitude of 
members of the medical profession as a whole; 
the attitude of contented indifference has been 
supplanted by one of critical inquiry. Even in 
days recently past, proof of diagnosis was de- 
manded by a relatively small number of mem- 
bers of the medical profession; today, the pen- 
dulum, fortunately, is swinging in the opposite 
direction. 


The presence of a systolic murmur, audible 
over the thorax, in the region of the apex of the 
heart, previously was considered sufficient evi- 
dence for the diagnosis of mitral insufficiency. 
Few attempts were made to distinguish regurgi- 
tation of blood at the mitral orifice, the result 
of endocardial valvular disease, from regurgi- 
tation due to stretching of the ring, such as may 
occur in hypertrophied and dilated hearts, with- 
out endocardial disease. Other causes of apical 
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systolic murmurs, such as sclerosis of valves, 
influences bringing about acceleration of flow of 
blood, such as occurs in severe anemia and in 
hyperthyroidism, were not usually distinguished 
from true mitral insufficiency. 

Richard Cabot’s very emphatic statement, 
which appeared in 1926, to the effect that un- 
complicated mitral insufficiency is a nonentity, 
went far toward influencing the modern concept 
regarding this lesion. His conclusions, based on 
material obtained at necropsy, unquestionably 
are correct so far as his particular series is con- 
cerned, but it is impossible to deny the possible 
existence of a lesion on the basis of one indi- 
vidual’s experience only. 

The modern teaching, in brief, states that the 
presence of evidence indicative of mitral endo- 
carditis invariably warrants the diagnosis of mi- 
tral stenosis. 

The average normal mitral orifice in adult life 
has a circumference of 10 cm. From time to 
time cases are observed, in which, in life, objec- 
tive signs justifying the diagnosis of mitral ste- 
nosis are not revealed and in which, at necropsy, 
narrowing of the mitral orifice or stenotic fusion 
of the valve leaflets are not seen, but clear-cut 
deformity of leaflets exists, permitting varying 
degrees of mitral insufficiency to occur. 

Furthermore, as shown by Bass and others, 
the rheumatic endocarditis of children is fre- 
quently unattended by demonstrable mitral ste- 
nosis. Bass, in fact, believes that at least a third 
of the cases of mitral insufficiency in childhood 
are not complicated by stenosis. It is probable 
that most cases of mitral endocarditis are first 
brought into evidence by the manifestations of 
mitral insufficiency, the stenotic process occur- 
ring coincidently, or later, as the case may be. 

It seems desirable, after analyzing the actual 
facts at hand, to pursue a middle path regarding 
the diagnosis of pure mitral insufficiency. Its oc- 
currence in adults is admittedly rare, but that it 
occurs occasionally cannot be contradicted, and 
its rather frequent occurrence in childhood is a 
fact. 


FREDERICK A. WILLIUS. 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


MINNEAPOLIS MIDWIFE PLEADS GUILTY TO VIOLATING 
BASIC SCIENCE LAW 


State of Minnesota vs. Marska, alias Mars 

On July 8, 1931, Emma Marska, alias Emma Mars, 
entered a plea of guilty to violating the Basic Science 
Law. The complaint was filed by Mr. Brist, repre- 
senting the State Board of Medical Examiners. Mrs. 
Marska had her place of business at 246 West Broad- 
way, Minneapolis. She specialized in ailments of 
women, her knowledge having been obtained in Russia 
where she was a midwife and where she claimed her 
husband was a physician. 

Judge Leary of the District Court sentenced the de- 
fendant to six months in the Minneapolis workhouse. 
The sentence was suspended on the one condition that 
the defendant absolutely refrain from practicing heal- 
ing in this state in the future. The Medical Board has 
had this case re-checked since the above date and no 
evidence of law violation has been discovered. 

The Medical Board reports the usual good coépera- 
tion from the Hennepin County Attorney’s office as 
well as very fair consideration from Judge Leary of 
the District bench. 





NEW AND NON-OFFICIAL 
REMEDIES 


The Council on Pharmacy and Chemistry has ac- 
cepted the following: 
ABBOTT LABORATORIES 
Capsules Pentobarbital Sodium-Abbott, 114 grains 
Evt Litty & Co. 
Pulvules Pentobarbital Sodium-Lilly, 114 grains 
Elixir No. 229 Ephedrine Sulphate, 2 grains 
Parke, Davis & Co. 
Ventriculin, 100 Gm. Bottle 
Sandoz CHEMICAL Works, INc. 
Sandoptal 
Tablets Sandoptal, 0.2 Gm. 
NONPROPRIETARY ARTICLES 
Pentobarbital Sodium 


TRUTH ABOUT MEDICINES 


Alpha Naphthol Campor Oil (Carel).—It contains 
alpha-naphthol (New and Nonofficial Remedies, 1931, p. 
292), 0.5 Gm.; camphor, 0.5 Gm.; cottonseed oil, 12 
Gm. ; liquid petrolatum to make 100 Gm. Carel Labora- 
tories, Redondo, Calif. 

Alpha-Naphco Camphco Camphor Nasal Unguent.—It 
contains alpha-naphco (New and Nonofficial Remedies, 
1931, p. 293), 2 Gm.; camphor, 2 Gm.; petrolatum to 
make 100 Gm. Carel Laboratories, Redondo, Calif. 

Alpha-Naphco Cones.—Each cone weighs 2.65 Gm. and 
contains alpha-naphco (New and Nonofficial Remedies, 
1931, p. 293) Gm., in a base composed of boric acid 
and sodium bicarbonate, equal parts. Carel Labora- 
tories, Redondo, Calif. 
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Alpha-Naphco Menthol Suppositories—Each  sup- 
pository weighs 5.2 Gm. and contains alpha-naphco 
(New and Nonofficial Remedies, 1931, p. 293), 0.356 
Gm., and menthol, 0.014 Gm., in a base composed of 
oil of theobroma and yellow wax. Carel Laboratories, 
Redondo, Calif. 

Alpha-Naphco Rectal Suppositories—Each  sup- 
pository weighs 2 Gm. and contains alpha-naphco (New 
and Nonofficial Remedies, 1931, p. 293), 0.1376 Gm. in 
a base composed of oil of theobroma and yellow wax. 
Carel Laboratories, Redondo, Calif. 

Alpha-Naphco Zine Stearate Camphor Ointment.—It 
contains alpha-naphco (New and Nonofficial Remedies, 
1931, p. 293), 7.5 Gm.; camphor 1.5 Gm.; zinc stearate, 
10 Gm.; starch 10 Gm., petrolatum to make 100 Gm. 
Carel Laboratories, Redondo, Calif. 

Alpha-Naphco Zinc Stearate Powder.—lIt contains 
alpha-naphco (New and Nonofficial Remedies, 1931, p. 
293), 3.65 Gm.; zinc stearate, 8.75 Gm., talcum to make 
100 Gm. Carel Laboratories, Redondo, Calif. (Jour. 
A. M. A., July 11, 1931, p. 103.) 

Liver Extract-Lederle—A concentrated, water solu- 
ble, nitrogenous, nonprotein fraction obtained from 
fresh mammalian liver. It is supplied in vials contain- 
ing an amount of powdered extract representing ap- 
proximately 100 Gm. of fresh, whole liver. The product 
is proposed for use in the treatment of pernicious 
anemia and tropical sprue. Lederle Laboratories, Inc., 
Pearl River, N. Y. 

Rabies Vaccine (Hixson)—An antirabic vaccine 
(New and Non-official Remedies, 1931, p. 358) prepared 
according to the general method of David Semple 
(phenol killed). The product is marketed in packages 
of seven vials, in packages of fourteen vials and in 
packages of fourteen syringes. (Jour. A. M. A., July 
18, 1931, p. 179.) 


FOODS 


The following products have been accepted by the 
Committee of Foods of the Council on Pharmacy and 
Chemistry of the American Medical Association for 
inclusion in Accepted Foods: 

Vitamin D Bond Bread (General Baking Co., New 
York City).—A white bread prepared by the straight 
dough process containing an added special nutrient 
vitamin D equivalent to that of three teaspoonfuls of 
standard cod liver oil for each 24 ounces of baked 
bread (140 vitamin D units as defined by the Council 
on Pharmacy and Chemistry). This bread is an 
adequate food source of vitamin D for normal nutri- 
tion. 

Lactogen (Nestle’s Milk Products, Inc., New York).— 
A spray-dried modified cow’s milk containing added 
milk-fat and lactose. The prescribed dilution ap- 
proximates human milk in percentages of milk-fat, pro- 
tein, lactose and total minerals and in dispersion of 
the fat in fine globules. Lactogen is intended for in- 
fant feeding. 

Uffelmann’s Golden Krust Bread (The Uffelmann 
Baking Co., Cincinnati)—A white bread made by the 
sponge dough method. It is claimed to be a bread of 
good quality. (Jour. A. M. A., July 4, 1931, p. 31) 
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Social Workers Take Their Hurdles Easily 


Economists, both medical and otherwise, may shy and balk. But the delegates to the Na- 
tional Conference of Social Work held at Minneapolis last June, leaped such barriers as State 
Medicine, for instance, with the greatest ease and jauntiness. And for platform purposes at least, 
they landed safely on the other side. 


“All agreed” says a report on the health section meetings of the Conference by Robert W. 
Kelso of St. Louis, Chairman, “THAT THERE IS NOTHING SACRED ABOUT THE ANCIENT PRACTISE OF 
PRIVATE SERVICE FOR PRIVATE FEES; that centralized medical service could be rendered on reduced 
costs to the individual and with more educational effect.” 


There were other medical matters on which all at this conference were quite as easily agreed. 
They should be of sufficient interest to the members of the medical profession who are in fact still 
engaged in the ancient system of private practise for private fees to warrant quoting below. 


It should be noted that Mr. Kelso himself is Director of the St. Louis Community Chest. 
He and most of the other delegates to the Conference deal constantly in one way or another with 
the problems of looking after the sick and are in fact more than normally concerned in all problems 
related to the cost of medical care and its extension. The Committee holds no brief for the fol- 
lowing, but quotes it as indicative of the social service workers standpoint. 


The final session of the division on Health considered the clinic and dispensary movement; 
first its history and trends; and second an impartial review of the riddle of state medicine. There 
are those who profess to fear the dispensary movement; not so with the group gathered in Divi- 
sion III. Reviewing recent calculations upon the mounting costs of medical care, the dispensary 
was hailed as the probable way out of a growing dilemma. Admittedly some go to the dispensary 
who could afford to pay a private physician, but it was felt that the physician himself is on the 
defensive to prove that his method of service with private fees is any better or more ethical for 
the individual than the group of clinics embodied in the dispensary. 


On the score of state medicine the usual criticism was raised that the physician was being 
left out but it was maintained that if the welfare of the public demanded that the physician 
should group his specialized services in dispensaries, then this should be done: that there is noth- 
ing sacred about the ancient process of private service for private fees. All agreed that centralized 
medical service could be rendered on reduced costs to the individual and with more of an educa- 
tional effect. 


This spirited discussion dealt impatiently with old methods merely because they were old, and 
insisted that the conditions of modern life demand the best methods regardless of precedent. It 
may be said that this attitude was the temper of all the sessions of the Division. In no session of 
Division III was the floor discussion less than one hour in length.” 








OF GENERAL INTEREST 
OF GENERAL INTEREST 


Dr. Joseph F. Schaefer, formerly of the Mayo Clinic, 
Rochester, Minnesota, is now located at Owatonna, 
Minnesota. 





Dr. Lewis M. Daniel of Minneapolis left in July 
for a trip through France, Germany, and Switzerland. 
Dr. Daniel will return to Minneapolis about Septem- 
ber 15. 





Dr. Arthur Edward Smith of Minneapolis sailed 
August 5 for Vienna where he will spend a month in 
study. Dr. Smith expects to return to his practice about 
September 22. 





Dr. Carl O. Rice and family, of Minneapolis, left 
August 10 for Europe. Dr. Rice will study for several 
months as a fellow at the Surgical Clinic, University 
of Berne, Berne, Switzerland. 





TRAINING SCHOOL FOR MEDICAL RESERVE 
OFFICERS 


The third annual Inactive Training School for Med- 
ical Reserve Officers will be held at Rochester, Minne- 
sota, October 18 to November 1 under the auspices of 
the Mayo Foundation. The course is under the direc- 
tion of Col. Geo. A. Skinner, Surgeon Seventh Corps 
Area, and is designed to maintain efficiency of Reserve 
Officers in their present grades or to prepare them for 
promotion to the next higher grade. 

Medical officers contemplating taking the course 
should apply at once through their respective corp area 
headquarters. 

L. B. Witson, Col. Aux. Res. 





FRAUDULENT COLLECTION AGENCY 


Another fraudulent collection agency is reported to 
be operating in Aitkin, Minnesota, under the name, 
“The United States Commercial Adjustment Company 
of Chicago.” 

This company, so-called, got hold of the list of 
debtors of an Aitkin physician and sent the entire list 
threatening letters without any warrant or authority 
from the physician himself. 

The probability is that this agency will attempt to 
work the same trick throughout the territory and all 
physicians should be duly warned and on the lookout. 

Complaints of unreliable and unethical collection 
agencies come to the attention of the Secretary of the 
Minnesota State Medical Association very frequently. 
It should be a rule for all physicians never to select 
a collection agency or give any information concern- 
ing their accounts without expert advice. In every city 
and every town there is a banker who can give ex- 
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pert advice. Everybody, including doctors, should think 
of bankers and go to them about financial matters just 
as the latter go to the doctor when they are sick. 





WARNING 


W. A. Oyler, lately of Iowa and Illinois and Indi- 
ana, and professedly a Doctor of Medicine, has left 
Des Moines by order of the police and may be headed 
toward Minnesota or Kansas or some other nearby 
state, according to letters received in this office from 
Robert L. Parker, M.D., Secretary of the Iowa State 
Medical Society and Harold M. Camp, M.D., Secretary 
of the Illinois State Medical Society. 

This new medical beggar left Indiana some time ago 
with the funds of a number of sympathetic physicians 
wrung from them by some tale of hard luck. His next 
stop was Cicero, Illinois, where his stories roused the 
suspicions of Dr. Camp, and resulted in an investiga- 
tion by Dr. Arthur J. Cramp, Director of the Bureau 
of Investigation of the American Medical Association. 
The fraudulent record thus unearthed was sent on 
ahead of the traveller to Iowa and resulted in his ar- 
rest in Des Moines. 

He is now at large, however, and all physicians are 
warned to call the County or State Medical Associa- 
tion headquarters, and above all, to refuse aid if any 
such man should apply to them. 





ASTHMOL AND ASTHMOL-EPHERDRINE NOT 
ACCEPTABLE FOR N. N. R. 


Asthmol and Asthmol-Epherdrine are products of 
Opotherapeutic Laboratory, Sagone & Co., Palermo, 
Italy, distributed in the United States by the Asthmol 
Co., New York. Asthmol is a liquid preparation, 
marketed in the form of ampoules. The product is 
stated to be a combination of pituitary and suprarenal 
extracts but no definite statement of composition or 
potency is made. As the name suggests, Asthmol is 
proposed for the treatment of asthma. Asthmol- 
Ephedrine (also referred to as “Syrup of Asthmol”) is 
stated to be composed of: “Ephedrin 0.20 Sodium 
Benzoate, iodide and bromide, ana 0.25,—Grindelia, 1.75 
—In 100 cc. of gomenolo-balsamic syrup. Contains 
alcohol: 2 per cent by volume.” The claims advanced 
for Asthmol-Ephedrine are typical of those made for 
complex mixtures—the praise of each constituent is 
sung without any consideration being given to the ques- 
tion as to whether the several constituents, even if 
they have the virtues ascribed to them, are indicated 
at one and the same time and in precisely the amount 
furnished by the formula. The Council on Pharmacy 
and Chemistry finds Asthmol and Asthmol-Ephedrine 
(Dr. Sagone’s Syrup of Asthmol) unacceptable for 
New and Non-official Remedies because their composi- 
tion is unscientific and indefinite, because their names 
are therapeutically suggestive and not descriptive of 
composition, and because the therapeutic claims made 
for them are unwarranted. (Jour. A. M. A., July 11, 
1931, p. 103.) 
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1. Question—I have under peseenns at the present 


time an eleven year old girl, who was perfectly 
well up to July Ist of this-year. At that time, 
she developed generalized hemorrhages in the 
skin over the entire body. The lesions were first 
noted on the thighs, but in two days had spread. 
She also had a slight nose bleed which became 
more severe and hemorrhages into the tongue 
which interfered with eating. The fifth day of 
the bleeding she noticed gross blood in the stool 
and marked hematuria. Aside from these hem- 
orrhages she has felt fairly well except for head- 
aches. 

Physical examination shows a well nourished 
and developed child. Pulse 102, temperature 99.6, 
blood pressure 120/76. The hemorrhages in the 
skin varied from pin point spots to large blotches. 
The change is most marked on the extremities. 
Multiple petechia are seen throughout the oral 
cavity, and blood blisters are present on the 
tongue and left great toe. The nose shows evi- 
dence of recent bleeding. The lymph nodes are 
not enlarged, neither is the spleen. The tonsils 
are out. The heart and lungs, and the rest of 
at physical examination yield no positive find- 
in 

, =—_wrn 75 per cent, erythrocytes 4,440,000, 
leukocytes 7,250. Differential count—polymor- 
phonuclear neutrophiles 41 per cent, small lym- 
phocytes 55 per cent, large lymphocytes 4 per 
cent. Platelets greatly diminished. No abnormal 
red or white blood cells. Coagulation time 7 
minutes. Two days later the blood examination 
was practically the same except that the bleeding 
time was 5 minutes. The ninth day of the ill- 
ness, the bleeding time was 3 minutes and the 
coagulation time 4 minutes. No platelets are 
seen on the smear. 

For the past two days she has been improving. 
The hemorrhagic spots are fading, but the urine 
still shows gross blood. Treatment to date has 
consisted of calcium gluconate by mouth, oral 
fibrogen, styptysate, and sodium cacodylate. 
Transfusion has been considered. 

I would greatly appreciate suggestions as to 
the probable diagnosis, treatment, and prognosis. 


Answer—From your description, two conditions 
will have to be considered: Toxic purpura and 
thrombocytopenic purpura. The bleeding and co- 
agulation time seem to fall within normal limits. 
If thrombocytopenic purpura is present, the 
bleeding time is usually prolonged. The most 
likely diagnosis is toxic purpura, although the 
other form cannot be ruled out. Several cases 
similar to yours havescome to our attention. 
Some of them apparently started as an upper re- 
spiratory infection. They have been treated by 
giving liver extract. A child of eleven should 
receive about six vials a day. All of our cases 
have apparently responded to this type of treat- 
ment, although one cannot be sure that a natural 
remission, independent of therapy, did not take 
place. If the condition is due to a disturbance 
of the platelets, transfusion may be necessary, if 
bleeding continues. This type tends to recur and 
become chronic. The child should be watched 
from this view point, and if a definite diagnosis 
of thrombocytopenic purpura can be established, 
splenectomy is indicated at a later date. Recent 


reports indicate that about 80 per cent of the 
cases of true platelet purpura are benefited by 
this treatment. It is not recommended in the 
acute types. In addition to the liver extract, your 
patient should also have a high chlorophyl diet 
and calcium continued. The outlook is appar- 
ently good in your case, but many of these pa- 
tients do not survive the acute form of purpura, 
especially the toxic variety. 


2. Question—Reports have come to me that there is 


some serum being used in the chronic stage of 
Parkinson’s disease, and that the results are even 
better than with hyoscine. If there is any new 
preparation, I should appreciate hearing about it. 


Answer.—The usual treatment of this condition is 


the use of hyoscine or stramonium. It appears 
at times as if hyoscine resistent cases respond to 
stramonium and vice versa. Stramonium may 
be given in the form of the tincture or the leaves. 
If the tincture is used, start with 15 minims three 
times a day after meals; increase the dosage two 
or three minims at a time until tolerance is 
reached. This usually occurs at sixty to seventy- 
fine minims. A typical reaction is usually dry 
mouth, dilated pupils, and a general feeling of 
uneasiness. We assume from your letter that 
you are familiar with the hyoscine treatment. 

Serum has not been extensively used although 
reports in the literature indicate that Coley’s 
serum has been tried. As most people believe 
that the chief effect of this preparation is due to 
foreign protein, typhoid vaccine or boiled milk 
injections may be used. The results of any form 
of treatment are variable and it is difficult to 
state what may be expected in a given case. The 
technique of milk injections was published in the 
last issue of MINNESOTA MeEpIcINE, XIV, 748, 
(Aug.) 1931. 


3. Question—Is there any contraindication to com- 


plete surgical removal of the nipple in a woman 
past middle life whom I believe has Paget's dis- 
ease of the nipple? The breast and axilla are 
entirely negative. Duration is one year. Lesion 
does not extend beyond the nipple. The biopsy 
would be sent in at once for microscopic diag- 
nosis. If Paget’s disease is present, would deep 
therapy be the treatment of choice, or should a 
radical breast amputation be done as soon as the 
diagnosis is confirmed? 


Answer.—Although some authors insist that a pre- 


liminary treatment of soap and water should be 
tried on border line eczematous lesions of the 
areola, the best method of handling them is to 
excise the nipple and areola, extending the line 
of incision well beyond the involved part. If 
Paget’ s disease is present, a radical breast ampu- 
tation, followed by deep X-ray therapy, is the 
treatment of choice. There are two theories as 
to the cause of this condition: One, that it is a 
change in the surface due to disturbance of 
lymph drainage by carcinoma beneath, and the 
other that it is a primary malignant degenera- 
tion of the nipple and areola. The involvement 
of the breast and axilla may not be obvious for 
some time after a simple excision is done. In 
our experience, many of these cases show a defi- 
nite tumor later in their course. This is the rea- 
son for the recommendation of-the usual treat- 
ment of malignant disease of the breast for these 
cases. 
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OBITUARY 


DR. JOSEPH J. MCKINNON 
1863-1931 


Dr. J. J. McKinnon, for thirty-seven years active in 
the business and social life of Wadena, Minn., died at 
his home, of arterio-sclerosis, Friday, July 31, 1931. 

Of Scotch descent Dr. McKinnon, son of Mr. and 
Mrs. Laughlin McKinnon, was born in Alexandria, 
Ontario, Canada, July 22, 1863. He yseceived his early 
education at the Christian Brothers school and Holy 
Cross college at Montreal. Possessed of great talent 
and energy he completed his classical course with hon- 
ors and took a degree of Bachelor of Arts at Laval 
University in Quebec in 1884. He spent the next two 
years as a professor in one of the Catholic institutions 
in Montreal. 

In 1886 he came west and settled for a time at Hud- 
son, Wisconsin, where he engaged in the study of law. 
Two years later, becoming interested in medicine, he 
matriculated in the College of Medicine at the Uni- 
versity of Minnesota. During his medical course he 
also taught in the Cathedral school at St. Paul under 
Bishop Ireland and later became assistant supervisor of 
Public Night Schools in St. Paul. In this way he paid 
for his medical education. He was graduated from the 
university in 1893, and came to Wadena in December 
of that year. 

He returned to Minneapolis for his bride, Miss 
Anna Blodgett, whom he married September 19, 1894. 
Dr. and Mrs. McKinnon returned to Wadena where 
they have since lived. Five children were born to Dr. 
and Mrs. McKinnon: Mona K., Jerome E., Donald F. 
and Patricia J. of Wadena and Dr. Laughlin W. of 
Frazee. 

Dr. McKinnon possessed an optimistic and fearless 
outlook on life and was a man with the courage of his 
convictions. He was never so happy as when he was 
using his rugged intellect in a cause which he thought 
was right. His honesty and courage were widely 
known and respected and, combined with other ad- 
mirable characteristics, made his an attractive person- 
alty. 

Shortly after his arrival in Wadena he became ac- 
tively interested in public affairs and served as mayor 
of the village. He was one of the prime movers in 
securing the Fair Oaks Lodge sanatorium for Wadena 
and served as president of the board from the time 
of its organization until his retirement from public life 
in 1929. He also administered the affairs of that in- 
stitution as superintendent from 1925 until 1929. 

Likewise he was a strong supporter of the Wesley 
hospital and served as president of the hospital board 
after that institution was secured for Wadena. In ad- 
dition to these offices and the responsibility of a large 
private practice, he served long terms as county cor- 
oner and as city health officer. 

Dr. McKinnon considered his profession as a conse- 
crated calling and enjoyed high rank among his pro- 
fessional friends. At various times he held offices in 


the Minnesota Medical Association and the Upper Mis- 
sissippi Valley Medical Association. In his years of 
service as a general practitioner he gave unstintingly 
of his knowledge, skill, understanding and sympathy. 

Dr. McKinnon is survived by his widow, his five 
children; two sisters, Rev. Sister St. Eusebia, St. Laur- 
ent, Ontario, Canada, and Mrs. J. M. MacDonald, 
Cornwall, Ontario, Canada; and two brothers, Charles 
of River Falls, Wisconsin and George of Alexandria, 
Ontario, Canada. 


VAPEX 


Vapex is manufactured by Thomas Kerfoot and 
Company, Ltd., England, and is distributed in the 
United States by E. Fougera and Co., Inc., New York. 
The stuff is sold at a price that seems to be enormously 
in excess of the cost of its ingredients, which may ex- 
plain the vast sums that have been spent on persuading 
the public that the product is a marvel of therapeutic 
efficiency. Some of the advertising slogans have been: 
“Vapex Amazed Scientists . . . Its vapor kills cold 
germs.” “Instant relief for nasal affections with its 
delightful vapor.” An advertisement in Good House- 
keeping contains the preposterous statement to the 
effect that “relief from head colds is instantaneous with 
Vapex.” Vapex was examined in the A. M. A. Chem- 
ical Laboratory and as a result of this examination the 
Laboratory concluded that a solution having essentially 
similar chemical and physical attributes as Vapex may 
be made as follows: Menthol 15 Gm., Oil of Lavender 
Flowers 15 c.c., Alcohol 94 per cent to make 100 c.c. 
It thus appears that this alleged “important medical 
discovery” is essentially menthol dissolved in alcohol 
and perfumed with oil of lavender! And it is sold 
with the implied claim that it will cure nasal infec- 
tions, give quick relief from catarrh and hay fever, and 


prevent influenza! (Jour. A. M. A., July 18, 1931, p. 
196.) 





FAYRO 


The Federal Trade Commission has issued a Cease 
and Desist order against the Fayro Laboratories, Inc., 
which demands that the unwarranted and false claims 
made in the exploitation of the “obesity cure” Fayro 
be discontinued. The Commission found that Fayro 
had essentially the following composition: Epsom 
salt, 714 parts, Common salt, 1% parts, Glauber’s salts 
1 part, scented with oil of pine needles. The retail 
price of Fayro was one dollar; the approximate cost 
of the ingredients was less than three cents. The ex- 
ploiters of Fayro advertised that when dissolved in a 
tub containing a quantity of hot water and the body 
immersed therein, it would dissolve and remove excess 
fat. Over one and one-half million packages of Fayro 
have been sold to the gullible and about one-half million 
dollars spent in advertising this humbug. When the 
Federal Trade Commission was holding its hearings, 
the Fayro concern was able to produce two supposedly 
reputable physicians, Dr. R. C. Falconer and Dr. 
William C. Olson, to testify in favor of the nostrum. 
(Jour. A. M. A., July 11, 1931, p. 122.) 
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MEDICAL BROADCAST FOR THE MONTH 
The Minnesota State Medical Association 
Morning Health Service 

The Minnesota State Medical Association broadcasts 
weekly at 11:15 o’clock every Wednesday morning over 
Station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). ‘ 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month of September will be as 
follows: 

September 2—Lockjaw Prevention. 

September 9—Peptic Ulcer. 

September 16—Nutrition Education in Our Schools. 

September 23—Bichloride of Mercury Poisoning. 

September 30—Hodgkin’s Disease. 





NORTHERN MINNESOTA MEDICAL 
ASSOCIATION 
The following is a tentative program of the meeting 
of the Northern Minnesota Medical Association which 
is to be held at Hibbing, Minnesota, on September 14, 
1931: 
8:30 Clinico-Pathological Conference 
Specimens furnished through the courtesy of St. 
Lukes and St. Mary’s Hospitals, Duluth, Minn. 
Case presentations by Dr. M. M. Fischer, Duluth. 
Pathological reports and specimen demonstration 
by Dr. George L. Berdez, Duluth. 
X-Ray film discussions by Dr. Thos. Gage Clement 
and Dr. J. R. McNutt, of Duluth. 
Discussions led by Dr. E. L. Tuohy, Duluth. 
9:30 Ectopic Pregnancy—Drs. R. L. Bowen and T. A. 
Estrem, Hibbing. 
9:50 Multiple Sclerosis—Dr. L. R. Gowan, Duluth. 
10:10—Fractures of Tibia and Fibula, Involving the 
Joints—Dr. C. W. More, Eveleth. 
10:30 Pediatric Subject—Dr. O. W. Rowe, Duluth. 
INTERMISSION 15 MINUTES 
11:05 Common Pathology of the New Born—Dr. 
Thomas Myers, St. Paul. 
11:25 Pathology of Peptic Ulcer—Dr. D. C. Collins, 
Rochester. 
LuNCH 
Trip on observation car into Hull-Rust Mine. (Leave 
Androy Hotel in autobomiles for the mine at 12:45) 
2:30 Modern Anesthesia—Dr. J. S. Lundy, Rochester 
2:50 Title unannounced—Drs. R. B. Bray and W. H. 
Long, Fargo, North Dakota. 
3:10 Remote Effects of Head Injuries—Dr. W. H. 
Hengstler, St. Paul 
3:30 Comparison of Number of Physicians in Differ. 
ent Sections of the United States, and also Eu. 
rope—Dr. N. O. Pearce, Minneapolis. 


MINNESOTA MEDICINE 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


[September, 1931] 


4:00 What the American Doctor Sees in Europe—Dr. 
A. M. Snell, Rochester. 

BANQUET at 6:30 or 7:00 P. M.—Drs. M. S. Hen- 
derson, E. A. Meyerding, and Mr. Mackey. 





MISSISSIPPI VALLEY CONFERENCE ON 
TUBERCULOSIS AND SANATORIUM 
ASSOCIATION 
The joint yearly meeting of the Mississippi Valley 
Conference on Tuberculosis and the Mississippi Valley 
Sanatorium Association will be held this year at the 

Lowry Hotel in St. Paul, September 21, 22 and 23. 

This double conference gathers together medical ex- 
perts in tuberculosis, public health and social workers 
interested in the anti-tuberculosis movement from 12 
Mississippi valley states. Three days of intensive study 
on medical and medico-sociological subjects and on 
Christmas Seal organization characterizes the pro- 
gram. 

Among the states participating are IIlinois, Iowa, 
Kansas, Michigan, Minnesota, Missouri, Nebraska, 
North Dakota, South Dakota, Ohio and Wisconsin. 

This year’s program, in the hands of J. W. Becker, 
St. Louis, program chairman and of Walter J. Marcley, 
M.D., director of the tuberculosis division, U. S. 
Veteran’s Hospital, Fort Snelling, president of the 
conference, and E. A. Meyerding, M.D., executive sec- 
retary of the Minnesota State Medical Association and 
secretary of the conference, promises to be outstanding 
among the 18 previous gatherings of the organization’s 
history. 

Tuberculin testing in all its aspects; case finding, vital 
statistics; the problem of tuberculosis in adolescence 
and the problem of the under-par child all will have 
consideration at various sessions. 

Following is the tentative program of the sanatorium 
association session: 

TENTATIVE PROGRAM 
SANATORIUM SECTION MEETING 
MISSISSIPPI VALLEY CONFERENCE ON TUBERCULOSIS 


Hotel Lowry, St. Paul 
September 21 and 22, 1931 


Monday, September 21, 9:30 A. M. 
Dr. E. R. Van Der Slice, Presiding 
9:30 A. M.—Tuberculin Testing by Districts in Min- 
nesota—Dr. W. S. Broker, Otter Tail 
County Sanatorium, Battle Lake, Minn. 
Discussion (10 min.)—Dr. Mary C. 
Ghostley, Lake Julia Sanatorium, 
Puposky, Minn. 
10:00 A. M.—Phrenico-Exeresis in the Treatment of 
Lung Disease—Dr. Jerome R. Head, 
Chicago, Ill. 
Discussion. 
10:30 A. M.—Increasing Importance of Silicosis—Dr. 
A. W. Gray, Milwaukee, Wis. 
Dicussion. 
11:00 A. M.—X-ray Clinic (To demonstrate the value 
of serial X-ray films in determining the 
progress of tuberculosis)— 





REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


(A) Dr. G. D. Kettelkamp, Robert 

Koch Hospital, Koch, Mo. 

Dr. C. F. Taylor, Kansas State 

Sanatorium, Norton, Kan. 

Dr. Paul D. Crimm, Boehne 

Hospital, Evansville, Ind. 

(D) Dr. W. M. Spears, Oakdale, Ia. 
Monday, September 21—2 P. M. 
Dr. F. L. Jennings, Presiding 

2:00 P. M.—Spontaneous Pneumothorax—Dr. 

Biesenthal, Chicago, III. 
Discussion. 

2:30 P. M.—Endoscopy in the Diagnosis and Treat- 
ment of Non-Tuberculous Diseases of 
the Lungs (Lantern)—Dr. Wm. A. 
Hudson, Detroit, Mich. 

Discussion. 

3.00 P. M.—Conservative vs. Surgical Treatment of 
Bone Tuberculosis— 

Conservative Treatment—Dr. Robinson 
Bosworth, Municipal Tuberculosis Sana- 
torium, Rockford, IIl. 

Surgical Treatment—Dr. Melvin Hender- 
son, Mayo Clinic, Rochester, Minn. 

Discussion. 

4:00 P. M—(A) What the X-ray Shows in Tuber- 

culin Reactors—Dr. L. G. Rigler, 

University Hospital, Minneapolis, 

Minn. 

Types of Lesions Noted—Dr. J. A. 

Myers, Minneapolis, Minn. 

Discussion. 

Monday, September 21—8 P. M., Glen Lake Sanatorium, 

Oak Terrace, Minn. 

Dr. E. S. Mariette, Presiding 

8:00 P. M.—Tuberculosis Treatment Plus the Three 
R’s—Dr. David A. Stewart, Associate 
Professor of Medicine, University of 

« Manitoba, and Superintendent of the 
Manitoba Sanatorium, Ninette, Mani- 
toba, Canada. 

8:20 P. M—The Advantages of Surgical Facilities in 
a Sanatorium—Dr. Jerome Head, 
Chicago, IIl. 

8:40 P. M.—Scope and Possibilities of a Laboratory 
in a Tuberculosis Sanatorium—Speaker 
to be determined. _ 

9:00 P. M.—Changes in the Last Ten Years Made in 
the Sanatorium Treatment of Tuber- 
culosis—Dr. Walter J. Marcley, Presi- 
dent, Mississippi Valley Conference, 
and Chief of the Tuberculosis Division 
of the Veterans’ Hospital, Fort Snell- 
ing, Minn. 

Tuesday, September 22—9:00 A. M. 

Dr. Alfred Henry, Presiding 


9:00 A. M—The Need for Medical Social Service 
Work in Sanatoria—Miss Marguerite 
A. Ridler, Director of Social Service, 
Glen Lake Sanatorium, Oak Terrace, 
Minn. 


(B) 
(C) 


Max 


(B) 


Discussion—Dr. Hoyt E.  Dearholt, 
Executive Secretary, Wisconsin Anti- 
Tuberculosis Association, Milwaukee, 
Wis. 

9:30 A. M.—Interesting Case Reports (Each case to 
include a history, complete clinical in- 
formation, X-ray records and films, 
autopsy record, macroscopic and micro- 
scopic demonstration. )— 

(A) Dr. Wm. S. Middleton, As- 
sociate Professor of Medicine, 
University of Wisconsin, Madi- 
son, Wis. 

Dr. V. V. Norton, Hamilton 

County Tuberculosis Sana- 

torium, Cincinnati, Ohio. 

Dr. F. L. Jennings, Glen 

Lake Sanatorium, Oak Terrace, 

Minn. 

Dr. R. H. Morgan, Detroit, 

Mich. 

11:30 A. M.—Tuberculosis in a Rural District—Dr. 
Edw. J. Simons, Swanville, Minn. 

Discussion (5 min.)—Dr. Herman Hille- 
boe, Swanville, Minn. 

(5 min.)—Dr. J. A. Myers, 

neapolis, Minn. 
Tuesday, September 22—1:30 P. M. 
Dr. E. R. Van Der Slice, Presiding 

1:30 P. M.—Principles of Out-Patient Work in a 
Sanatorium—Dr. Geo. McL. Waldie, 
Copper County Sanatorium, Houghton, 
Mich. 

Discussion. 

1:50 P. M.—Following Up Sanatorium Patients—Dr. 
Geo. Thomas Palmer, Palmer Sana- 
torium, Springfield, Ill. 

2:15 P. M—Does Childhood Tuberculosis 
Hospitalization ?— 

Proponent—Dr. C. L. Hyde, Springfield 
Lake Sanatorium, East Akron, Ohio. 
Opponent—Dr. C. A. Stewart, Associate 
Professor of Pediatrics, University of 

Minnesota, Minneapolis, Minn. 

Discussion. 

3:00 P. M—lIs the Sanatorium a Safe Place for 
Nurses?—Dr. E. S. Mariette, Glen 
Lake Sanatorium, Oak Terrace, Minn. 

Discussion. 

3:30 P. M—Is a Good History 50 per cent of the 
Diagnosis in Tuberculosis? (With 
charts.)—Dr. Oscar Lotz, Wisconsin 
Anti-Tuberculosis Association, Mil- 
waukee, Wis. 

Discussion. 
4:00 P. M—(A) Tuberculin Reaction—What Is It? 
(B) Does a Positive Reaction to Tu- 
berculin Mean More Than Iinfec- 
tion with Tubercle Bacilli? — 
Speaker to be determined. 
Discussion. 


(B) 


(C) 


(D) 


Min- 


Require 





MINNESOTA MEDICINE 


AMERICAN CONGRESS OF PHYSICAL 
THERAPY ; 


The tenth anniversary session of the American Con- 
gress of Physical Therapy will be held October 5, 6, 
7, 8, 1931, at the Hotel Fontenelle, Omaha, Nebraska. 
Appreciating the desirability of clinics and clinical dem- 
onstrations, the program committee has ‘set aside the 
mornings for these purposes. It will be the first time 
that the society will have available ample clinical ma- 
terial for medical and surgical services. The codpera- 
tion of the University of Nebraska College of Medicine 
and the Creighton University School of Medicine has 
made this possible. In the section on Eye, Ear, Nose 
and Throat, tonsil clinics will be conducted daily dur- 
ing the first three days of the meeting. Electrosurgery 
for tonsils has found a definite place in the armamen- 
tarium of many surgeons. Prominent specialists will 
demonstrate the various methods and technics now 
being employed. 

The subject of fractures will be thoroughly covered 
in the surgical clinics. Leading orthopedic surgeons 
will demonstrate every phase of the work, emphasizing 
the indications and contraindications for physical 
therapy. 

In the medical section and in the medical clinics every 
allied specialty is represented. The subject of pneu- 
monia will be adequately discussed, as will such sub- 
jects as come in the fields of pediatrics, gastro- 
enterology and dermatology. Massage, therapeutic ex- 
ercise and hydrotherapy will be presented by specialists 
in those fields. 

The scientific papers will be read during the after- 
noon sessions. The unusually wide range of subjects 
and the meritorious papers which will be presented 
make this program an outstanding one. 

The progressive physician who is desirous of keeping 
abreast of the times can no longer neglect his attend- 
ance at a meeting such as this one. Physicians desirous 
of having their technicians and assistants acquaint them- 
selves with the newer developments in physical therapy 
are invited to have them attend this four-day scientific 
meeting. For preliminary program and other informa- 
tion write to the American Congress of Physical Ther- 
apy, 30 North Michigan Avenue, Chicago, Illinois. 





INTER-STATE POST GRADUATE MEDICAL 
MEETING 


The annual International Assembly of the Inter-State 
Post Graduate Medical Association of North America 
will be held in Milwaukee October 19 to 23 inclusive. 

The preliminary program of morning, afternoon, and 
evening clinics and addresses contains the names of 
distinguished physicians and surgeons for the most part 
professors or associate professors of medical schools 
in Canada and the United States. The program this 
year does not include the names of any foreigners. 
Many names not noted on previous programs appear. 

All the specialties in medicine are covered in the 
subject material and attendance at the services will 
prove of great value no matter what phase of medicine 
one may be interested in. 
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SCOTT-CARVER COUNTY SOCIETY 


The annual meeting of the Scott-Carver County 
Medical Society was held at Shakopee, Minnesota, on 
Tuesday, June, 9, 1931. Dr. Gardner of St. Paul gave 
an interesting talk on “Bronchoscopy in the Removal 
of Foreign Bodies from the Bronchi and Esophagus.” 
Dr. F. E. B. Foley, also of Saint Paul, gave a very 
comprehensive talk on “Obstructions at the Ureteral- 
Pelvic Junction.” Both talks were illustrated with 
lantern slides. 

The following officers were elected to serve for the 
year 1932: President, Dr. W. S. Emmerson, Mayer; 
vice president, Dr. H. M. Juergens, Belle Plaine; sec- 
retary-treasurer, Dr. C. F. Cervenka, New Prague; 
delegate, Dr. H. A. Schneider, Jordan; alternate 
delegate, Dr. B. H. Simons, Chaska; censor for three 
years, Dr. H. E. Wunder, Shakopee. 





WRIGHT COUNTY SOCIETY 


The second quarterly meeting of the Wright County 
Medical Society was held at Annandale, Minnesota, 
on Friday, April 10, 1931, at 3:00 o’clock P. M. 

Dr. W. A. Fansler, Minneapolis, gave a short talk 
and a clinical demonstration of the Treatment of Hem- 
orrhoids. A great deal of interest. was shown by the 
local men in this type of treatment. 

The other speaker, Dr. R. R. Sullivan, member of the 
State Board of Health, gave a talk on syphilis and 
gonorrhea, and illustrated his talk by several reels of 
moving pictures, illustrating the male urogenital anat- 
omy—when normal and when infected. His talk 
aroused a great deal of comment and the various meth- 
ods of treating venereal diseases were discussed pro 
and con. It was brought out very clearly that the usual 
method of treating gonorrhea is detrimental to the pa- 
tient. It was also brought out that the gonoccocus vac- 
cine is only useful as a provocative and has no place 
as a curative. 

This was one of the most interesting meetings ever 
held, and a larger attendance than we have had for 
some time. 

The following were visitors: Drs. K. A. Walfred, 
Cold Springs, Minn.; R. N. Jones, St. Cloud, Minn.; 
Dr. Olsen, Cokato, Minnesota, and Dr. A. Ridgway, 
South Haven, Minn. 

A short business meeting was held in which Dr. L. 
Bendix’ application to membership was accepted. 

, C. L. Rouott, M.D., Secretary. 





MINNESOTA MEDICAL ALUMNI ASSOCIATION 
HOMECOMING PROGRAM 


A Homecoming Program similar to the one so suc- 
cessfully given two years ago by the Minnesota Medical 
Alumni Association will be given this year, on October 
30, the day preceding the Homecoming football event. 

The complete program will appear in our October 
number. The tentative program includes the following: 

Dr. E. Starr Judd, President of the American Medi- 
cal Association: “The Present Status of Surgery oi 
the Gallbladder.” 

Dr. S. Marx White, President of the American Col- 
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lege of Physicians: “Unimportant Heart Murmurs.” 

Dr. T. J. Kinsella: “Thoracic Surgery.” 

Other speakers will be: Dr. Irvine McQuarrie, Dr. 
John Butler, Dr. C. Nauman McCloud, Dr. J. M. Hayes, 
Dr. J. R. Aurelius, Dr. R. E. Scammon, Dr. J. C. 
McKinley. 

The business meeting of the Alumni Association 
will be held at noon, at which time the Millard Me- 
morial will be dedicated. 

The program should attract as large an attendance 
as two years ago. 

Dr. James S. Carey, 1009 Nicollet Avenue, Minneap- 
olis, is Chairman of the Executive Committee. 





WOMEN’S AUXILIARY 
Minnesota State Medical Association 











President—Mrs. James Blake, Hopkins 
Chairman Press and Publicity—Mrs. W. Lee, Fergus Falls 
itor—Mrs. Horatio B. Sweetser, Jr., Minneapolis 


The Auxiliary to the Minnesota State Medical As- 
sociation is swinging into the work of a new year un- 
der the leadership of Mrs. James Blake of Hopkins, 
and the newly elected officers and committee chairmen 
of departments of work appointed by Mrs. Blake. 

There are twenty-three Auxiliaries covering fiity- 
four counties. The county presidents are: Blue Earth, 
Mrs. A. E. Sohmer, Mankato; Camp Release, Mrs.. J. 
S. Kilbride, Canby; Hennepin County, Mrs. Martin 
Nordland, Robbinsdale; McLeod County, Mrs. Thomas 
J. Trutna, Silver Lake; Meeker County, Mrs. A. W. 
Robertson, Litchfield; Mower County, Mrs. A. W. 
Allen, Austin; Nicollet-LeSueur, Mrs. Joseph O. Mc- 
Keon, Montgomery; Olmsted County, Mrs. M. S. Hen- 
derson, Rochester; Park Region, Mrs. C. O. Estrem, 
Fergus Falls; Ramsey County, Mrs. W. H. Hengstler, 
St. Paul; Red River Valley, Mrs. B. C. Bernard, Thief 
River Falls; Redwood-Brown County, Mrs. Wm. A. 
Meierding, New Ulm; Rice County, Mrs. M. L. May- 
land, Faribault; Scott-Carver County, Mrs. B. H. 
Simons, Chaska; Stearns-Benton, Mrs. Werner Hem- 
stead, St. Cloud; Steele County, Mrs. A. B. Hart, Sr., 
Owatonna; St. Louis County, Mrs. F. N. Knapp, Du- 
luth; Southwestern Minnesota, Mrs. L. Sogge, Win- 
dom; West Central, Mrs. Charles Bolsta, Ortonville; 
Washington County, Mrs. Wilfred Hewson, Stillwater ; 
Wright County, Mrs. John Catlin, Buffalo. 

“The word ‘Auxiliary’ is defined by the Standard 
Dictionary as ‘giving or furnishing aid or support, es- 
pecially in a subordinate or secondary manner supple- 
mentary accessory,’” says Mrs. Blake. “I take the lib- 
erty of presenting this definition because it so well 
expresses the real objects and purposes of the work of 
the Auxiliary, and at the same time so definitely states 
the limitations of our work. 

“Joining and taking an active part in the Women’s 
Auxiliary could very well be ranked as the first activ- 
ity which any physician’s wife should assume outside 


her home. The immediate welfare of physicians and 
their families and the future of medical practice de- 
pend upon what the public thinks and does with re- 
gard to medical practice and health activities. Organ- 
ized medicine exists largely for the scientific advance- 
ment of its members, the betterment of the profession, 
and proper guidance of health activities. Except for 
scientific education, practically every purpose of organ- 
ized medicine needs the assistance of a Woman’s Aux- 
iliary. The work of our County Auxiliaries runs along 
three definite lines—educational, social and _philan- 
thropic—and many times we find the first and third 
combined.” 





The National Convention of the Woman’s Auxiliary 
to the American Medical Association, held in Phila- 
delphia in June proved a success in every way. Over 
1,100 women were registered and attended the three gn- 
eral meetings, and State presidents from thirty-seven 
states gave reports of their activities, social, philan- 
thropic, and educational. The latter proved the most 
important activity as every one sensed the need of a 
public educated to the ideals of Organized Medicine. 
Many states were advocating student loans. 

Dr. Joel T. Boone, Mr. Hoover’s physician, and Dr. 
E. Starr Judd spoke at the Woman’s Auxiliary lunch- 
eon. At a joint meeting with the A. M. A. we heard 
the address of the new A. M. A. president, Dr. Judd, 
from our own State. 

Members of the Auxiliaries of Pennsylvania, Dela- 
ware and New Jersey were hostesses at various places: 
Valley Forge, Longwood, Atlantic City, Delaware 
River, historic Philadelphia, and at the President’s re- 
ception. 

Mrs. Walter Jackson Freeman, Convention Chair- 
man, is to be congratulated on the efficiency with which 
her committee handled the convention, and the com- 
fort and pleasure with which the large number of vis- 
itors were entertained during their stay in hospitable 
Philadelphia. 





CAMP RELEASE AUXILIARY 


The women’s auxiliary to Camp Release Medical So- 
ciety met at Ramsey Park, Redwood Falls, on Friday, 
July 31. Mrs. J. S. Kilbride of Canby, President, pre- 
sided at the business session. It was voted to have a 
speaker at the next meeting of the Auxiliary. Mrs. 
H. T. Foshager, Clara City, and Mrs. W. N. Lee, 
Madison, were named on the Publicity Committee; 
Mrs. A. B. Mitchell, Hector, and Mrs. Hauge on the 
Legislative Committee, and Mrs. Cress and Mrs. Dun- 
can on the Public Health Committee. 

The following doctors were named by the Camp 
Release Society as members of the Advisory Board 
for the Auxiliary: Dr. L. S. Jordon, Granite Falls, 
Dr. L. G. Smith, Montevideo, and Dr. E. Flynn, Red- 
wood Falls. 

A picnic supper was served to the Auxiliary members 
and the members of Camp Release Medical Society 
at six o'clock. 
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SCOTT-CARVER AUXILIARY 


Scott-Carver Auxiliary met at Norwood, Wednesday, 
August 5, with Mrs. E. J. Eklund as the hostess. Mrs. 
Hesselgrave, Mrs. Schons and Mrs. Blake were guests. 
Talks of general interest to the group were the feature 
of the meeting and all enjoyed a delicious lunch. Scott- 
Carver Auxliary is growing—new members were wel- 
comed by the President, Mrs. Simons of Chaska and 
the State President, Mrs. Blake. 





THE PARK REGION DISTRICT AUXILIARY 

The Women’s Auxiliary to the Park Region Medical 
Society met with their husbands July 15, at the Otter- 
tail County Sanatorium where they were entertained at 
a delicious dinner by Dr. and Mrs. Broker. At the 
business meeting the following officers were elected: 
President, Mrs. C. O. Estrem, Fergus Falls; vice presi- 
dent, Mrs. P. Boyeson, Pelican Rapids; treasurer, Mrs. 
W. S. Broker, Battle Lake; secretary, Mrs. W. A. Lee, 
Fergus Falls. 





WASHINGTON COUNTY AUXILIARY 


The Washington County Medical Society and 
Women’s Auxiliary held their annual picnic on Thurs- 
day evening, July 9, on the beautiful grounds of Lake- 
view Memorial Hospital. A picnic basket was packed 
and sent to one of our honorary members, Mrs. E. E. 
Wells. 





THE INSOLOID (INSUROL) FRAUD 


For the past year or two, there has been exploited 
from New York City and Bridgeport, Conn., a par- 
ticularly vicious piece of quackery directed against 
diabetics. The nostrum involved was known, first, as 
Insurol and was sold by Officinal Products, Inc., of 276 
West 43rd St., New York City. The advertising stated 
that Insurol Tablets.“combined insulin with the actual 
substance of the pancreas gland” and they were de- 
scribed as “a triumph of German’s biochemical labora- 
tories.” Later, the name of the concern was changed 
to the Insurol Company of America, Inc. About the 
time that this change was made, there was also a change 
in the name of the product from Insurol to Insuloid 
and the public was told, in effect, that Insuloid was 
merely a new name of Insurol. The facts were that 
the products were entirely different. Insurol Tablets 
were keratin-coated and contained animal tissue (prob- 
ably derived from the pancreas). They did not con- 
tain boldo, jambul, myrtillin, bean-pod tea, or lithium 
benzoate. Insuloid, on the other hand, was an uncoated 
tablet and contained all of the products just named, 
except pancreatin. It did not contain insulin. Govern- 
ment experts introduced uncontroverted testimony to 
show that neither Insurol tablets nor Insuloid tablets 
would cure diabetes and that neither was a substitute 
for insulin administered hypodermically. The Post 
Office authorities issued a fraud order against the 
Insurol Company, Inc., H. C. Young, President and 
Official Products, Inc., Otto Probst, Manager, at New 
York City and Bridgeport, Conn. (Jour. A..M. A, 
July 4, 1931, p. 47.) 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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EYE, EAR, NOSE AND THROAT 


THE SUPPURATION OF THE PETROUS 
PYRAMID: Pathology, Symptomatology, and Surgical 
Treatment: S. J. Kopetzky and Ralph Almour. (Ann. 
Ophthal., Rhinol and Laryng., Part I—39, Dec., 1930, 
p. 996; I1—40, March, 1931, p. 157; III—40, June, 1931, 
p. 396). A new clinical entity is described. Experience 
with otitic and mastoid lesions that have been followed 
after the usual therapy, by an almost symptomless pe- 
riod—then a terminal meningitis, led the authors to 
view with a new concern, the symptoms of this quies- 
cent period before the terminal symptoms appeared. 
The significance of the possibilities of a pneumatized 
petrous process and the symptoms of extension of in- 
fection to this area became evident. 
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Three avenues of invasion of the petrosa seem 
probable: 

1. From the antrum or epitympanic space above or 
below the superior semicircular canal following the 
posterior superior wall of the petrosa into the pyramid- 
al tip. 2. From the peri-tubal cells into the pyramidal 
tip. 3. From the peri-tubal cells directly into the ca- 
rotid canal and then rupturing in the cavum meckeli. 

The symptoms of petrous tip suppuration are divided 
into four periods: 

I. Period of eye pain and aural discharge. 

A persistent pain, orbital -in location, must be 
caused by a lesion in direct proximity to the ophthalmic 
branch of the fifth nerve, for it has no.sensory con- 
nection with other nerves in the petrosa. When sur- 
gical removal of the purulent focus in a mastoid pro- 
cess and middle ear does not result in the cessation of 
pain distributed over areas supplied by the second and 
third branches of the fifth nerve, the persistence of pain 
should be viewed as suspicious of a petrosal tip suppu- 
ration when it is continuous in nature and not of a 
spasmodic type. 

In the authors’ cases, either the middle ear continued 
to discharge until the lesion in the petrous tip was iden- 
tified and eradicated, or else after the period during 
which the ear was dry, a profuse discharge suddenly 
reappeared at the same time as or shortly before the 
onset of the eye pain. (The authors suggest that ex- 
planation is offered of those cases of chronic suppura- 
tive otitis media associated with a normally pneuma- 
tized mastoid process, wherein the squamous epithe- 
lium plays no role, either in the cause or cure of the 
lesion. Wittmaack’s work, to which the authors sub- 
scribe, explains the chronic otorrhea in cases where 
the factors of sclerosis and epithelium apply). 

Other symptoms during this period were: facial 
weakness and vertigo and nystagmus in two cases, 
vomiting in several. 

II. The period of low grade sepsis. 

The temperature was low in the morning, usually 
between 99 and 100 degrees; toward late afternoon it 
would rise to 101 or 102. 

III. The period of quiescence. 

This averaged in the authors’ cases between five and 
nineteen days. It was characterized by an absence of 
pain. 

IV. The treminal period. 

This presents in. the main a clinical picture of an 
acute purulent leptomeningitis. 


The information that the laboratory furnishes is neg- 
ligible. Only the X-ray can be used to decided advan- 
tage. 


The authors’ surgical treatment of petrosal tip sup- 
puration consists of, first, a simple mastoidectomy, then 
inspection of the area beneath the posterior semicircu- 
lar canal leading toward the jugular bulb and in the 
region of the solid angle. An endeavor is made to find 
the point of invasion which characteristically appears 
as a fistulous opening with granulations around the 
mouth. If it is probed, a flow of pus almost always 
follows. A radical cavity is then completed, and, fol- 
lowing the toilet of the middle ear, the inner wall of 
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the antrum and epitympanic space are searched for a 
fistulous opening leading into the petrosa. The areas 
to be inspected particularly are the spaces directly in 
front of and behind the superior semicircular canal. 
The over-hanging anterior external auditory canal and 
zygomatic root are removed and the anterior wall 
thinned down with a burr without opening into the 
glenoid fossa. The zygomatic root is then further re- 
moved to a level with the tegmen tympani. The hous- 
ing of the tensor tympani muscle is removed. An en- 
trance by burr is then made into the petrous process 
between the eustachian tube, cochlea, and carotid canal. 
The line of direction corresponds to a line drawn from 
the apex to the basal whorl of the cochlea. 
(To be continued) 
LaAwRENCE R. Boles. 





PHYSICAL THERAPY IN THE TREATMENT 
OF DISEASES OF THE EAR, NOSE AND 
THROAT: T. H. ODENEAL, M.D., Beverly, Mass., 
(Arch. of Otolaryn., July, 1931, Volume 14, Number 1). 
In this article the author admits having wasted con- 
siderable time in experimenting with physical therapy 
in practically all the conditions in which these meas- 
ures have been recommended, and follows by giving 
his experiences and results. 

DiATHERMY is first taken up, and has been used’ by 
him principally in removing superficial growths about 
the face, and in the coagulation of tonsils. The latter 
subject is, of course, of considerable interest at the 
present time, due to the constant propaganda which has 
appeared in the public press on its behalf. He con- 
demns desiccation of the tonsils as being too tedious 
and time-consuming to be worthy of attention, but 
claims that coagulation has given satisfactory results if 
patiently carried out. It is his custom to coagulate each 
tonsil on alternate occasions at least six times, and says 
that the result leaves a throat which appears smooth, 
and (as far as can be seen) the capsule is destroyed. 
He says that post-operative bleeding is as a rule very 
slight, but that on two occasions she has had severe 
hemorrhages following the separation of the slough, 
one of which necessitated suturing of the tonsil and 
pillar. 

A warning is given not to mislead patients by telling 
them that the throat will not be sore after coagulation. 
If there is no soreness, that treatment has been value- 
less. Some patients complain bitterly of this soreness, 
whereas, others state that it is not severe. 

In conclusion he states that while he coagulates a 
great many tonsils, his method of choice is still use of 
the knife, and this advice he always gives to his pa- 
tients, unless there is some very valid reason why it 
cannot be done. 

Under a heading of MepicAL DIATHERMY, his results 
would seem to indicate that it is of definite benefit, in 
certain cases of loss of hearing, as well as exudative 
types of otitis media. It is not employed by him in 
chronic suppurative otitis media. In acute rhinitis it 
seems to be of extinct benefit, as it also is in chronic 
infections of the ear canal. 

UtrravioLet Licut. Ultraviolet light seems to arouse 
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very little enthusiasm on the part of the author. He 
claims it is of no value, whatever, in chronic suppura- 
tion of the ear, unless there is a very large perforation 
through the drum membrane. Neither has he had any 
permanent result from its use in diseases of the nose 
and accessory sinuses. The result in hayfever has been 
practically negative, and this is also true in vasomotor- 
rhinitis. 

However, irradiation of the entire body with the air- 
cooled lamp seems to be definitely beneficial in cases of 
sinus disease in children, by reason of its general tonic 
effect on the body. Care must be used not to overdose 
the patient. 

In DIsEASES OF THE THROAT, Vincent’s Angina, and 
tubercular-laryngitis, occasionally good results 
achieved. 

GALVANISM is mentioned, and seems to find its best 
application in the removal of varicosed vessels of the 
skin of the face. It is also of some value in so-called 
neuralgia pains. 

The Inrra-Rep Licut applied in sinus diseases, espe- 
cially in acute infections of the frontal sinuses, gives 
good results in the relief of pain. This he believes, 
however, to be due principally to the heat generated by 
the lamp. The same is true in inflammatory conditions 
of the eye, such as iritis and acute glaucoma. 

His experience with the KINESIPHONE and audotor, 
as mechanisms to relieve deafness, has been almost uni- 
formly disappointing. 

The whole article gives one the impression of a fair- 
minded report by a man who has been willing to devote 
sufficient time and energy to this type of experimenta- 
tion, and has based his report on first-hand knowledge. 


M. W. WuHee er, M.D. 


are 





RETROBULBAR OPTIC NEURITIS ORIGINAT- 
ING IN THE NASAL SINUSES—A new method of 
demonstrating the relation between the sphenoid sinus 
and the optic nerve: Harris H. Vail, M.D., Cincinnati, 
(Arch. of Otolaryngol., June, 1931, Volume 13, Number 
6). This worthwhile article is so well summarized by 
the author, that his summary is being quoted verbatim. 

1. A brief résumé of the literature quoted by Ca- 
nuyt, Ramadier and Velter would seem to show that 
retrobulbar optic neuritis of nasal origin has been rec- 
ognized for several centuries. 

2. The pathologic studies of Professor Herzog, of 
Inssbruck, are quoted, and his belief is emphasized that 
they will explain in every way the mechanism of the 
production of retrobulbar optic neuritis from posterior 
nasal sinusitis. 

3. Statistics of various authors are quoted to show 
that the incidence of retrobulbar optic neuritis originat- 
ing in the nasal sinuses varies according to the partic- 
ular author’s acceptance or denial of a nasal sinus eti- 
ology of retrobulbar optic neuritis. 

4. A series of fifteen cases of retrobulbar optic neu- 
ritis of nasal origin seen by me are tabulated. 

5. An important observation is made, namely, that 
when the onset of blindness was acute and could be 
definitely dated, it was always noticed after awakening 
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from sleep. The position of the head in sleeping favors 
the gravitation of infection to the upper outer angle of 
the sphenoid sinus where the optic nerve is in closest 
relation. 


TABLE 8.—FINAL VISUAL ACUITY 





No Operation (6 Cases) 
A 


ca 


Operation oe Cases) 


Slight 
Improve- 
ment; 
Vision 
20/100 
or Less 

1*** 


11.1 





Recovery 
Vision Complete 
20/25 Recovery 
No or Vision Vision 
Treatment Better 20/20 20/30 
Cases 3* 3 798 
Percent 50 50 77 








1 
11.1 





*One of these patients (the recurrent case) would not con- 
sent to operation. 

**This includes one of the Bestasel cases; . vision in one eye 
was 20/20; in the other, 20/100 

***This does rot include one a the bilateral cases; 
in one eye was 20/100; in the other eye, 20/20. 


vision 


6. Statistics are quoted to show that the ocular 
symptoms constitute an early indication of multiple 
sclerosis in only 14 per cent of the cases, and the opin- 
ion is stressed that the virus of multiple sclerosis may 
gain entrance to the central nervous system from the 
sphenoid sinus in the same way that organisms have 
been shown to do. If this is a fact, it would immedi- 
ately indicate that an early operation on the posterior 
sinuses should be performed in cases of multiple scle- 
rosis. 

7. A new method is described of roentgen visualiza- 
tion of the relations between the optic canal and the 
sphenoid sinus by means of filling the sinus with ra- 
diopaque oil and so placing the patient’s head that the 
upper outer angle of the sinus is dependent. Thus, the 
radiopaque oil comes into contact with the boundary of 
the sphenoid sinus where it is most closely related to 
the optic nerve. In no other position can this be shown. 


Lucran G. Cutver, M.D. 





THE ROENTGEN FINDINGS IN SUPPURA- 
TION OF THE PETROUS APEX: Henry K. Tay- 
lor (Ann. Ophthal., Rhinol. and Largng., 40, June 31, 
p. 367). This presentation is based on the clinical work 
of Kopetzky and Almour; the roentgen findings were 
verified at operation. 

It is routine now on their service to include in ad- 
dition to the stereoscopic examination, a base plate and 
an anterior oblique projection of each petrous pyramid. 
The two latter are for reference. The author recom- 
mends for this examination the use of a fine focus 
tube, a small or medium sized cone, intensifying 
screens, and the Potter-Bucky diaphragm. 

Position for the base plate: The patient is supine, 
with head lower than the remainder of the body and 
rests on the vertex, so that a line drawn through the 
auditory meatus and superior orbital margin is paral- 
lel to the table. The sagittal plane of the head is per- 
pendicular to the table; the plate is horizontal. The 
tube is tilted upward 15 to 20 degrees, so that the cen- 
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tral ray is in the midline, one inch in front of the 
auditory meatus. 

Position for the anteroposterior oblique projection of 
the pyramid: The patient is supine and the head ro- 
tated 45 degrees to the side opposite the one to be ra- 
diographed. The chin is pulled in. The film is horizon- 
tal. The central ray is perpendicular to the film and 
passes through a point one inch above the external an- 
gle of the uppermost orbit. 

Interpretation: There is a slight diminution in aera- 
tion of a pneumatized petrosa in the presence of an 
acute otitis media or mastoiditis. One of the earliest 
findings in petrosal tip suppuration is a marked dimi- 
nution in aeration with loss of trabeculations followed 
by decalcification or atrophy of the apical portion, the 
contour of the apex remaining intact. With progres- 
sion, there is perforation and destruction of the con- 
tour of the apex. 

LawreENCE R. Boles. 





MEDICINE 
TUBERCULOSIS ABSTRACTS* 


Atelectasis is defined as imperfect expansion of the 
lung. The condition is usually considered to be due to 
a gross obstruction in, or compression of, one of the 
larger bronchi, which prevents the expansion of the 
distal alveoli and causes their collapse. Several recent 


articles point out that atelectasis is a frequent occur- 


rence in pulmonary tuberculosis and that it accounts for 
many of the physical and X-ray signs usually attributed 
to the tuberculous lesions. An understanding of the 
mechanism of atelectasis in pulmonary tuberculosis 
helps to clear up many of the puzzling phenomena of 
physical signs which cannot logically be accounted for 
by the existing pathology. 


ATELECTASIS IN PULMONARY TUBERCULOSIS 


Atelectasis in pulmonary tuberculosis may be caused 
in a number of ways. Tubercle bacilli commonly lodge 
in the terminal bronchioles where ciliated epithelium is 
not present and there tubercles are most likely to de- 
velop. The alveoli, or air cells, distal to the terminal 
bronchioles collapse and eventually become indurated. 
Large bronchi are also frequently invaded by the tuber- 
culous process and produce atelectic areas distally. Ex- 
tensive atelectasis is of common occurrence in chronic, 
fibroid tuberculosis, due to occlusion of bronchi by scar 
tissue or caseous material. Large tuberculous lymph 
nodes may, by pressure on the trachea or bronchi, 
cause patches or even extensive masses of atelectasis. 

Apart from bronchial occlusion, there are other fac- 
tors which favor atelectasis. In tuberculous lesions, 
particularly cavities, the air exchange is poor and the 
air pressure in cavities may be greater than the atmos- 
pheric pressure. Lobules supplied by bronchi inter- 

*Reprinted from Tuberculosis Abstract, a review for physi- 


cians, issued monthly by the National Tuberculosis Associa- 
tion, September, 1931, Vol. IV, No. 9 
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cepted by such cavities are likely to be collapsed. 
Atelectasis is probably favored also by the methods of 
treating tuberculosis; extended rest in bed, breathing 
with little effort, avoiding cough. 

X-RAY SIGNS OF ATELECTASIS 


A characteristic anatomical finding in pulmonary tu- 
berculosis is the small lung with elevated diaphragm 
and displacement of the mediastinum to the affected 
side. The diminution in size of the lung and the 
visceral displacement are not caused by contracting 
fibrous adhesions, for these changes are frequently ob- 
served early in the process before adhesions of any 
extent could form. Moreover, these findings also occur 
in types of tuberculosis that are not usually associated 
with fibrosis (miliary and pneumonic). 

Bushnell finds displacement of the heart a very early 
sign and a delicate index of the existence of disease of 
the lungs. Norris finds a decrease in size of the entire 
hemithorax in unilateral, early tuberculosis. By fluoro- 
scopic examination of cases with unilateral tuberculosis, 
the mediastinum is seen to move pendulum-wise toward 
the affected side during deep inspiration and back to the 
normal side during forced expiration. These and other 
observations indicate that the contracted lung of tuber- 
culosis and visceral displacement are not always due to 
adhesions but are more often a manifestation of air- 
lessness of the affected lung. 


PHYSICAL SIGNS OF ATELECTASIS 


Contraction of the affected side and restricted mobil- 
ity are observed by mensuration and by inspection in 
early cases of tuberculosis. By percussion can be dem- 
onstrated signs of contraction of the entire lung, eleva- 
tion and small excursions of the diaphragm. The 
earliest findings by auscultation are impairment or 
absence of the vesicular murmur and the gradual estab- 
lishment of the bronchial murmur. Atelectasis accounts 
for or explains these changed breath sounds. 

In more advanced lesions, physical signs become more 
pronounced; rales appear, and the mediastinal displace- 
ment comes into evidence. One of the most important 
signs in tuberculosis is the finding of rales during in- 
spiration immediately following the expiratory cough. 
Such rales are due to the opening and closing of col- 
lapsed air passages as a result of forced breathing. As 
a tuberculous process becomes arrested, the atelectic 
areas show the presence of an increased amount of 
fibrous tissue; the alveoli are then permanently col- 
lapsed and rales can no longer be elicited. 

The characteristic physical signs mentioned seem to 
be due to atelectasis rather than to the specific tubercu- 
lous infiltration. 


THE MECHANISM OF ATELECTASi(S IN TUBERCULOSIS 


In the newborn, the lungs completely fill the chest 
and the intrapleural pressure is equal to the atmospheric 
pressure. As development proceeds, the chest grows 
more rapidly than the heart and lungs, which causes the 
intrapleural pressure to become negative. Decrease of 
the lung volume in atelectasis or cicatrization further 
increases the negative pressure in the intrapleural space 
on the affected side. This causes a displacement of the 
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mediastinum to the affected side. For the same reason, 
the diaphragm on the affected side is elevated by the 
abdominal pressure. 

Atmospheric pressure on the outside of the chest 
causes the crowding of the rigs, the deviation of the 


Tuberculosis of right lung. The right hemi- 
thorax and lung are contracted; the heart and 
trachea are displaced to the right and the dia- 
phragm is elevated on this side. 


sternum, and the curvature of the spinal column. These 


abnormalities are more pronounced during inspiration 
because the intrapleural pressure is further lowered 
during this phase of inspiration since the collapsed lung 


cannot inflate sufficiently to fill the created space. Dur- 
ing forced expiration, the conditions are reversed and 
the increased intrathoracic pressure is spent not in de- 
flating the lungs but.rather in displacing the medias- 
tinum, which explains its pendulum movement. 

As the absorption of air from the tissues is a rapid 
process, the visceral displacement is an early sign in 
tuberculosis, pneumonia, and in other diseases in which 
atelectasis occurs.—Atelectasis in Pulmonary Tubercu- 
losis, Ephraim Korol, Amer. Rev. of Tuberc., May, 
1931. 


TREATMENT OF ATELECTASIS IN PULMONARY 
TUBERCULOSIS 


Lobar atelectasis or massive collapse has become a 
well recognized clinical condition. It is due to bronchial 
obstruction, complications of chronic pulmonary~ dis- 
ease, tumors causing pressure. Glenn believes that 
lobar atelectasis, when occurring in pulmonary tubercu- 
losis, is usually caused by obstruction of the bronchus 
to the lower lobe by pressure from a tuberculous lymph 
node or by contracting scar tissue. In his cases, atelec- 
tasis has developed slowly. He admits that none of his 
cases were bronchoscoped or came to autopsy and that, 
therefore, exact information concerning the etiological 
factors is not available. ° 

Textbooks and medical literature give little informa- 
tion concerning the treatment of atelectasis as a com- 
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plication of pulmonary tuberculosis. Aeration is some- 
times restored without treatment. If the collapse has a 
sudden onset and the patient shows no tendency to 
hemorrhage, rolling the patient backward and forward 
with the involved side upward is sometimes effective. 


Artificial pneumothorax induced without diffi- 
culty. The right hemithorax is normal in size. 
The viscera are in normal position. 


The first patient with atelectasis treated by the author 
with artificial pneumothorax showed such marked im- 
provement that the treatment was repeated in other 
cases thereafter. He reports seven cases of lobar 
atelectasis as a complication of pulmonary tuberculosis. 

All seven cases were of the left lower lobe. Six 
cases were treated with artificial pneumothorax and all 
were benefited. In at least two cases, the prognosis was 
changed from unfavorable to favorable. One patient 
could not be given artificial pneumothorax because the 
pleural space was obliterated by adhesions. He con- 
cludes that atelectasis, when a complication of pul- 
monary tuberculosis, isenot difficult to recognize if the 
likelihood of its being present is realized, and that 
artificial pneumothorax is the logical treatment for this 
condition.—Massive Atelectasis in Pulmonary Tubercu- 
losis and Its Treatment by Artificial Pneumothorax, E. 
E. Glenn, Amer. Rev. of Tuberc., May, 1931. 


THE EPITHELIOID CELL: R. S. Cunningham 
and Edna H. Tompkins (Amer. Rev. of Tuberc., 1931, 
XXIII, 71). Cunningham, Sabin, Sugiyama and Kind- 
wall found that the characteristic cell of tuberculosis 
was considerably larger than the average monocyte, and 
often mononucleated. They also found great numbers 
of monocytes in association with epitheloid cells in tu- 
berculous tissues. They observed all stages of transi- 
tions in type of staining from that characteristic of the 
monocyte to that characteristic of the epithelioid cell. 
They found that the Langhan’s giant cells contained 
rosettes similar to those in the epithelioid cells. They 
formulated the concept that epithelioid cells develop 
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from monocytes as a result of a tuberculous infection. 
Various investigators have since shown that stimuli 
other than tubercle bacilli can bring about the produc- 
tion of epithelioid cells, among them phosphatide frac- 
tions of tubercle bacilli, yellow phosphorous, nitrogen, 
oxygen, and carbon dioxide, or simply olive oil or 
mineral oil. The substances which stimulate the pro- 
duction of epithelioid cells and of Langhan’s giant cells 
apparently act in such a way that the phagocytic of the 
monocytes becomes decreased, cellular division becomes 
abnormal, multinucleated forms appear, metabolism 
becomes disturbed and fatty degeneration takes place. 


A. T. Latrp, M.D. 
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PREMATURE INFANTS—A STUDY OF 231 
CASES OF PREMATURE INFANTS AT PHILA- 
DELPHIA LYING-IN HOSPITAL: W. H. Crawford, 
M.D., Philadelphia (Arch. of Ped., May, 1931, Vol. 
XLVIII, No. 5). Premature infants comprise all those 
born before the end of a full term intra-uterine preg- 
nancy, and are therefore not fully developed. All those 
whose birth weight is less than five pounds are con- 
sidered premature. Those with a birth weight between 
five and six pounds are considered immature, and those 
above six pounds are mature. 

Hess says that a great number of premature infants 
die, not because their organs lack that degree of matu- 
rity necessary to proper functions, but because of early 
neglect, either through lack of adequate facilities or 
ignorance of exact methods of feeding and care. 

Pediatric care of the normal premature resolves itself 
into: 

1. Conserving body temperatures. 

2. Providing suitable food. 

3. Avoiding infections. 

The cause of prematurity was determined in 91 cases, 
being: Syphilis 31, twins 26, toxemia 12, placenta 
previa five, and others in lesser proportions. Average 
birth weight was four pounds, and gavage feeding was 
necessary in 17.4 per cent. Temperature was maintained 
in all cases by using an enclosed bed heated with elec- 
tric lamps. Death occurred in 82 cases (35.5 per cent) 
due principally to: Prematurity, 50 per cent; syphilis, 
23.2 per cent; pulmonary infection, atelectasis and intra- 
cranial hemorrhage, each 5 per cent. 

R. N. Anprews, M.D. 





DIE TUBERCULINPFLASTERPROBE — EINE 
VEREINFACHTE METHODE ZUR AUSFUHR- 
UNG DER PERKUTANEN TUBERKULINPROBE. 
N. Malmberg and B. Fromm (Acta Pediat., X :4,433, 
June, 1931). The authors describe a simple method of 
applying the tuberculin test percutaneously, which they 
have used in a series of 745 children in a Stockholm 
clinic. In the original method, a drop of tuberculin 
was applied to the skin over the sternum and carefully 
covered with a small square of adhesive plaster, a 
second square being applied to an adjacent area as con- 
trol. After 48 hours the adhesive was removed. The 
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appearance of papules, either distinct or confluent, was 
interpreted as a positive reaction. They later hit upon 
the idea of incorporating the tuberculin in the plaster 
in such a way that a drop was present in each square 
cm. of adhesive, a special control plaster also being 
made. In the first series of children, a Pirquet, Moro 
and tuberculin plaster test were applied simultaneously 
on different areas and all were read and recorded after 
48 hours. In 92 per cent of the 745 cases, the results 
of the three tests were identical; in the remaining 8 
per cent, indications were that the plaster and Moro 
tests were more sensitive than that of Pirquet. In a 
later series, the plaster test was applied to children who 
had been given a Mantoux test previously. A com- 
parison of the results showed a high degree of accu- 
racy in the percutaneous test. 

The authors believe that the method described com- 
pares favorably with other standard methods, and that 
it has the double advantage of being simple in technic 


and of causing no discomfort to the patient. It was 


found that the tuberculin-plaster did not deteriorate 
when allowed to remain for a year in a tight container. 


Loutse G. Frary, M.D. 





SINUSITIS IN CHILDREN: Henry A. Reisman, 
M.D., Jamaica, N. Y. (Arch. of Ped., May, 1931, Vol. 
XLVIII, No. 5). Sinusitis in children is fast becom- 
ing a problem of paramount importance because of its 
increasing prevalence, the difficulties encountered in 
diagnosis, the resistance of the sinusitis to treatment, 
and its many complications and sequel. 

Accordi, in 1911, stated that it should be regarded 
as an established fact, when children suffer from fre- 
quent attacks of head colds, that some of the accessory 
sinuses are involved. Marriott states that more than 
half the children in the hospital wards are under treat- 
ment for some form of paranasal sinus infection, re- 
gardless of the diagnosis on admission. The presence 
of an overlooked or untreated sinusitis must un- 
doubtedly be the cause of a great many disappointments 
following tonsillectomies. Sinusitis should be placed 
among the group of conditions to be considered when 
dealing with a child with fever of “unknown origin.” 

In sinusitis there will be a cough which is usually 
worse at night. The child is pale, fatigues easily, has 
frequent colds with evidence of nasal stoppage, and 
the throat shows evidence of a chronic infection with 
hypertrophy of the retropharyngeal glands, and one will 
usually find a postnasal discharge. The X-ray is a most 
valuable aid in the diagnosis of sinus infections. 

The author has been using the high fat and protein 
and low carbohydrate diet which is being used in his 
chest clinic, for children suffering from sinusitis. The 
result of the treatment with the diet in some instances 
was striking, particularly from the standpoint of weight 
and general condition. The child should be placed in 
the hands of a competent laryngologist who has both 
time and patience for children. If there is any doubt 
as to whether there is pus in the antrum, it should be 
irrigated, either through the natural orifice or by way 
of antrotomy. The author believes, if the vaccine is 
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autogenous, and properly given, the patient un- 
doubtedly develops a greater resistance to nose and 
throat infections. Rest and prevention of over-fatigue 
is an important factor in the treatment. 


R. N. Anprews, M.D. 


BLOOD CHANGES IN ACUTE RHEUMATIC 
AFFECTIONS OF THE HEART DURING CHILD- 
HOOD. Y. Akerrén (Acta Pediat. X, 4:473-522, June, 
1931). In introducing his study, the author presents two 
cases of acute polyarthritis in which there was appar- 
ently no heart involvement but which later developed a 
fatal endocarditis. He points out the importance of 
early diagnosis and the difficulties met with in inter- 
preting physical signs and even X-ray findings in chil- 
dren. In an effort to find an objective test, he made a 
study of the blood of children suffering from acute 
heart disease following rheumatic joint affection. Sub- 
jects were chosen from the children’s clinic of the Uni- 
versity, Uppsala. 

The most constant change in the blood was found to 
be an increased velocity in sedimentation of red blood 
cells. In no case where there were unquestionable clin- 
ical symptoms of acute heart involvement was this 
change absent. Increase in leucokyte and thrombo- 
cyte count was not found to be as constant or persist- 
ent. A comparison of temperature charts and sedimen- 
tation reaction graphs shows the latter to be a more 
sensjtive indicator of the true cardiac condition. Six- 
teen cases are reported in detail. In one fatal case, 
there was no fever at all for a long period although the 
sedimentation increase remained high. 

In therapy, bed rest was continued until after the 
sedimentation reaction had returned to normal. This 
was found to be fairly successful though fatal recur- 
rences were observed twice, and the author feels that 
the period of rest should be longer. 


Louise G. Frary, M.D. 





RAW BASIC FEEDING IN ANOREXIA OF 
CHILDHOOD: I. Newton Kugelmass, M.D., and 
Emma L. Samuel, M.S., New York, (Arch of Ped. 
July, 1931, Vol. xlviii, No. 7). Anorexia is a chronic 
complaint, universal in apparently well children. The 
nutritional status of the child with chronic anorexia re- 
quires some immediate therapeutic procedure for the 
arrest of the progressive dystrophy. To await the re- 
turn of a normal appetitie following the alleviation of 
the underlying condition causative of the anorexia ad- 
mits of nutritional degradation of the child. The au- 
thors have therefore resorted to the use of a raw, base- 
forming dietary as an initial means to an end in con- 
junction with other necessary therapy. They have ob- 
served that the gastric offense—decreased motility, de- 
creased hunger contraction, decreased hydrogen ion 
concentration, decreased emptying time—is common to 
all children with chronic anorexia irrespective of pri- 
mary etiology. 

The child with chronic anorexia has lost this psycho- 
logical catalyst to initiate the hunger period, thus mak- 
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ing the whole process of taking food very difficult. 
The psychological distortion in the child may either be 
hereditary, or acquired in the home, which is a veritable 
laboratory of psychic offense. The very structure of 
the child becomes transformed into the asthenic type 
as the result of unwholesome influence of its daily en- 
vironment. 

The authors have come to appreciate that the essen- 
tial mechanism of digestion primarily depends on me- 
chanical irritation induced by the food ingested. Loss 
of appetite in children is not a problem involving pri- 
marily inadequate gastric or duodenal juice or enzymes, 
but rather one of alimentary mechanics. 

Offering nothing but raw basic feeding to carefully 
selected children with chronic anorexia is certainly pro- 
ductive of that type of mechanical irritation which a 
functionally atonic gastro-intestinal tract needs. The 
total effect is one of more complete emptying of the 
alimentary tract, thus favoring the development of 
more marked hunger contraction and its stimulation of 
the so-called hunger period. 

Foods chosen for the anorexia diet are those in sea- 
son which are universally eaten raw—the fruit, sound, 
ripe, well washed; the vegetable, crisp, clean and 
chilled. No foods are served between meals except 
fruit juice. Raw milk is served at each meal. No 
sugar or butter appears in the diet for the week, nor 
cooked food in any form. * 

The raw base-forming dietary is effective nutritional 
therapy for initiating the re-establishment of normal 
appetite, particularly when correlated with all other in- 
dicated therapy. 

R. N. Anprews, M.D. 





ROENTGENOLOGY 


ROENTGENOLOGICAL APPEARANCE OF IN- 
TERLOBAR AND MEDIASTINAL ENCAPSU- 
LATED EFFUSION IN THE THORAX: Eugene 
Freedman, M.D., (Radiology, 1931, XVI, 14).  Inter- 
lobar effusions occur more frequently after a pneu- 
monia than from other causes. The shadow of such an 
effusion extends from the hilum to the lateral chest 
wall in a vertical of oblique direction and at different 
levels of the lung fields, according to which part of the 
fissure is involved. The size and form of the shadow 
is manifold depending on the amount of fluid and the 
compressibility of the neighboring lobes. Usually the 
lower lobe is compressed and in such cases the upper 
border of the shadow is sharp and the lower border 
somewhat less distinct in the postero-anterior view. 
Small exudates are often band or wedge-shaped and 
the larger ones are cireular. In the lateral view the 
shadows often overlap the heart, are ribbon or wedge- 
shaped and have straight or circular but always sharply 
defined borders. The diaphragm remains in normal 
position and moves freely. When pneumonia, atelec- 
tasis or effusion into the entire pleural cavity are pres- 
ent the roentgenological examination is not very help- 
ful. When gas or air escapes into the interlobar space 
the appearance may be that of a lung abscess. Mar- 





a nies lie ae: te i i. ee ne 


PROGRESS 


ginal pneumonias (involving parts of lobes near the 
septa) localizing caseating pneumonias and bronchial 
carcinomata may simulate effusion. Lateral views will 
exclude lobar pneumonia. Marginal pneumonias and lo- 
calzied caseated areas have usually only one sharp bor- 
der. A marked anterior bulging in front of a pneu- 
monia, the shadow of which is seen in lateral view sug- 
gests an effusion in front of the pneumonia. Lipiodal 
injections into the trachea visualize the defects and 
irregularities of the bronchial contour produced by car- 
cinomata. 

Mediastinal pleural effusions are, if serous, mostly 
tuberculous and if pleural, pneumococcal. The medias- 
tinal pleura becomes involved from the tracheobron- 
chial lymph nodes, the lungs, the pericardium, the thor- 
acic wall or the mediastinum itself. 

Anterior mediastinal effusions are represented by rib- 
bon shaped shadows parallel to either the left or right 
silhouette and producing a double cardiac contour on 
the diseased side. The posterior mediastinal effusions 
produced either ribbon shaped shadows running parallel 
to the left or right borders of the vertebral column or 
triangular shadows in the cardiophrenic angles. In 
pericardial effusions the pulsations of the heart can be 
seen. Rotation of the patient helps to clear the diag- 
nosis. When the lung about a bronchiectasis localized 
in the cardiophrenic sinus becomes surrounded with 
consolidated lung (pseudo-empyemic bronchiectasis), 
the diagnosis becomes very difficult unless lipiodal is 
used. Exploratory thoracocentesis would be of no 
value as purulent material might be obtained in any 
case. Mediastinal tumors, aortic aneurysms, or para- 
vertebral abscesses may cause confusion. The tumors 
have lobulated contours, the aneurysm may show pul- 
sations and the paravertebral abscess will be accom- 
panied by narrowing of the intervertebral spaces or evi- 
dences of bone destruction. Seven cases of interlobar 
and two cases of mediastinal effusion are reported. 
These reports are accompanied by reproduction of 
X-ray films. 

A. T. Larrp, M.D. 





SURGERY 


SPINAL ANESTHESIA BY LIMITED INDIVID- 
UALLY DOSED BELT-LIKE DISTRIBUTION: 
Prof. Kirschner, Tuebingen (Der Chirurg, July 15, 1931. 
Vol. 3, No. 14, Page 633). The new thought which 
Professor Kirschner develops in this article is that by 
limiting the amount of anesthetic used, and placing it 
in that bodily segment subject to operation, one can 
use less anesthetic and avoid some of the complica- 
tions and dangers of the usual routine methods of 
spinal anesthesia. 

By the new technic, which Professor Kirschner has 
himself applied in 160 cases, the dose is adapted to the 
requirement at the time it is given, by watching the 
distribution of the drug, and limiting it to the amount 
needed for the particular case. 

The two directions in which spinal anesthesia may 
be counted as a failure, are (1) giving a dangerously 
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larger dose than required, or (2) giving an insufficient 
dosage for the work in hand. 

The author attempts to limit his anesthetic to that 
segment of the body which is under operation, without 
causing an anesthesia either above or below that par- 
ticular segment. The principal features of the new 
technic are: The position of the patient, head down at 
an angle of 20 degrees; the injection of air into the 
subdural space, and the use of an anesthetic solution 
lighter than the specific gravity of the spinal fluid. He 
has worked out the solution and gives the formula and 
description of same, and he has also devised a syringe, 
which is double-barreled—one compartment for air, 
and the other compartment for the anesthetic solution. 
There is also described a spinal puncture needle, which 
is closed at the end and has a lateral opening. 

This method of anesthesia has been used for lower 
as well as upper extremities, and for breast amputa- 
tion. In abdominal work, in order to limit the amount 
of anesthetic put into the spinal canal, Professor 
Kirschner uses a regional block of the sympathetic 
nerves in the retroperitoneal space, after the abdomen 
is open. The drug which he uses is percain, because of 
its efficiency and duration of anesthesia produced. 

His results in the use of this newer technic are as 
follows: 

One can limit anesthesia to the distribution of a defi- 
nite body segment with a full control of the caudal, 
as well as cranial extension of the area. 

One avoids uncontrollable high distribution of the 
anesthetic, which might interfere with respiration or 
circulation. 

One avoids the necessity of anesthetizing the lower 
end of the body. 

Thus one has voluntary control over the upward and 
downward location of the anesthetic. In this way one 
gets a segmentary anesthesia with the minimum amount 
of anesthetic. 

The dose is fitted to the individual case, by watching 
its immediate effects before a larger dose is used. 

It differs from the lumbar anesthesia of Pitkin in 
that the lower end of the body is not necessarily anes- 
thetized, since control of the site of the anesthetic is 
in a lower as well as in an upward direction. 

The illustration of the physical conditions as they 
exist in the spinal column, with the heavy spinal fluid 
below, the floating fluid in the middle, with air on top, 
is well illustrated by diagram. 


This new technic, worked out by a master surgeon, 
is of great practical interest in this day, when spinal 
anesthesia is being extensively used. As has been many 
times mentioned by those writing on this subject, any- 
one using spinal anesthesia, and especially a newer 
technic, should be absolutely versed in the physical, 
chemical, and physiological conditions under which he 
is working, before attempting the method. 

To the experienced user of this form of anesthesia, 
any addition which either simplifies or makes safer this 
valuable form of anesthesia, is very welcome; and 
therefore the article by Professor Kirschner is a very 
valuable addition to this subject. 


A. E. Soumer, M.D. 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











An Intropuction to GynecoLocy. C. Jeff Miller, M.D., 
Professor of Gynecology, Tulane University School 
of Medicine, etc. 327 pages. Illus. Price: $5.00, cloth. 
St. Louis: C. V. Mosby Co., 1931. 

Curnicat Dietetics. Harry Gauss, M.S., M.D., F.A.C.P., 
Instructor in Medicine, University of Colorado, 
School of Medicine. 490 pages. Illus. Price: $8.00, 
cloth. St. Louis: C. V. Mosby Co., 1931. 

AMERICAN PHYSICIANS AND SURGEONS. 
James Clark Fifield. . 1,737 pages. 
Minneapolis: The Midwest Company. 

Mopvern Procrococy. Marion C. Pruitt, M.D., Asso- 
ciate in Surgery, Emory University School of Medi- 
cine, etc. 404 pages. Illus. Price, $8.00. Saint 
Louis: C. V. Mosby Company. 

BepsIpE INTERPRETATION OF LABORATORY FINDINGS. 
Michael G. Wohl, M.D., Associate Professor of Ex- 
perimental Medicine, Temple University, etc. 321 
pages. Illus. Price, $6.00. Saint Louis: C. V. 
Mosby Company. 


Edited by 
Price, $30.00. 


Cutaneous X-RAY AND Raprum THerApy. Henry H. 
Hazen, A.M., M.D., Professor of Dermatology, Med- 
ical Department of Georgetown University, etc. 166 
pages. Illus. Price, $3.00. Saint Louis: C. V. Mos- 
by Company. 





COMMON CONTAGIOUS DISEASES. Philip M. 
Stimson. 353 pages. Illus. Price, $3.75. Lea & Febi- 
ger, 1931. 

Here is a notable example of the kind of handbook 
that one often seeks but seldom finds. It is concise, 
explicit, complete, up-to-date, and devoid of inconse- 
quential verbiage. ‘The various contagious diseases are 
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discussed adequately, and all of the most recent ad- 

vances in that field are included. The general set-up 

of the book makes it attractive and easy to read. 
Tuomas Myers, M.D. 





NEW AND NON-OFFICIAL REMEDIES, 1931, con- 
taining descriptions of the articles standing accepted 
by the Council on Pharmacy and Chemistry of the 
American Medical Association on Jan. 1, 1931. Cloth. 
Price, postpaid, $1.50. Pp. 481 + LVI. Chicago: 
American Medical Association, 1931. 

This volume is the annual publication of the Council 
on Pharmacy and Chemistry of the American Medical 
Association giving the latest authentic information con- 
cerning those of the newer medicinal preparations found 
worthy of the consideration and use of the medical 
profession. Each year the Council scans the general 
articles under which the various preparations are classi- 
fied and revises these to conform to the latest and best 
medical thought. 

A glance at the preface shows that a number of 
preparations have been omitted because they conflict 
with the rules that govern acceptance, because their 
distributors did not present evidence to demonstrate 
their continued acceptability, or simply because the 
manufacturers have taken them off the market. Im- 
portant revisions have been made in a number of the 
general articles and in the descriptions of various prep- 
arations. Among the new preparations that have been 
found by the Council during the past year to be eligible 
for admission to the book are: Amytal and Pulvules 
Sodium Amytal, 3 grains, barbituric acid derivatives for 
use preliminary to surgical anesthesia; Thio-Bismol, 
quinine bismuth iodide, sodium potassium bismuthyl 
tartrate, and Tartro-Quiniobine, bismuth compounds for 
use in the treatment of syphilis; Scillaren and Scillaren- 
B, preparations containing the squill glucosides; two 
new cod liver oil concentrates; Synephrine, a new vaso- 
constrictor, and synthetic thyroxine. 

New AnD Non-orFIcIAL REMEDIES should be in the 
hands of all who prescribe drugs. The book contains 
information about the newer materia medica which can- 
not be found in any other publication. 





WANTED--Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


WANTED—Scandinavian surgeon of thorough training 
and pleasing personality for Northwest clinic group. 
Possible permanent connection. Address D-142, care 
MINNESOTA MEDICINE. 


WANTED—Young internist with X-ray experience for 
clinic group. Norwegian preferred. No investment 
required. Address D-141, care MrnNesOTA MEDICINE. 


DOCTOR’S OFFICES FOR RENT—Three good 
rooms over drug store in down town Minneapolis. 
Steam heat and hot water in winter. Wide stairway. 
Good location. Reasonable rent. Address D-144, care 
MINNESOTA MEDICINE. 


CAPABLE X-RAY LABORATORY and PHYSIO- 
THERAPY TECHNICIAN wishes employment. 
Three and one-half years’ experience clinical and 
general office duties. References. Address D-145, 
care MINNESOTA MEDICINE. 


CAPABLE X-RAY and CLINICAL LABORATORY 
TECHNICIAN desires position. Available October 
first. Can do typing and general office work. Excel- 
lent references. Address D-146, care MINNESOTA 
MEDICINE. ; 
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MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 
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(April) 


CANDIDATES BY EXAMINATION 


NAME ScHooL AND DaTE oF GRADUATION ADDRESS 
Arneill, James Rae, Jr.............. ~Yale, M.D., 1929. Mayo Clinic, Rochester, Minn. 
Barber, Kent Walker................ U. of Pa., M.D., 1928 608 6th St. S.W., Rochester, Minn. 
Bosland, Howard Glenn... U. of Minn., M.B., 1930 General Hospital, Minneapolis, Minn. 
Broadie, Thomas Edward Indiana Univ., M.D.,1928 Ancker Hospital, St. Paul, Minn. 
Callaghan, Desmond Hays.......U. of Minn., M.B., 1931 St. Mary’s Hospital, Duluth, Minn. 
Christenson, Grant Reynolds...U. of Minn., M.B., 1930 304 Harvard St., Minneapolis, Minn. 
Cronk, Charles Frederick... U. of Minn., M.B., 1930 Carheron, Wis. 
Edwards, Richard Graham......U. of Minn., M.B., 1930 General Hospital, Minneapolis, Minn. 
Eneboe, John Bernard............... U. of Minn., M.B., 1930. 615 S. 1st Ave., Sioux Falls, S. D. 
Foor, Clifford Gault U. of Cincinnati, M.B., 1928; M.D., 1929 -Mayo Clinic, Rochester, Minn. 
Gaida, Joseph Benedict... U. of Minn., M.B., 1931 St. Mary’s Hospital, Minneapolis, Minn. 
Gamm, Kenneth E................U. of Minn., M.B., 1931 ...1266 Charles St., St. Paul, Minn. 
Gerdes, Maude Marguerite.......U. of Minn., M.B., 1929; M.D., 1930 Zeeland, N. Dak. 
Gifford, Byron Lee...............--.--» U. of Minn., M.B., 1931 Battle Lake, Minn. 
Haugen, John Amberg............ U. of Minn., M.B., 1930; M.D., 1931 97 Orlin Ave. S.E., Minneapolis, Minn. 
Howell, William Ladelle.........Baylor Univ., M.D., 1928 219 6th Ave. S.W., Rochester, Minn. 
Jump, Walter Clinton................U. of Minn., M.B., 1931 St. Mary’s Hospital, Duluth, Minn. 
Lietzke, Erwin Thomas............. U. of Minn., M.B., 1930. 1515 Charles St., St. Paul, Minn. 
Lippman, Elmer Wesley............ U. of Minn., M.B., 1930 St. Luke’s Hospital, -Duluth, Minn. 
Lynch, Helen Margaret............U. of Minn., M.B., 1930. Cedar Falls, Iowa 
McCann, Eugene J..........-....--..-- U. of Minn., M.B., 1930. General Hospital, Minneapolis, Minn. 
McNeely, Celia Alma....... U. of Toronto, M.B., 1926 Women’s Hospital, Philadelphia, Pa. 
Martin, William Joseph, Jr.....U. of Pa., M.D., 1927 Mayo Clinic, Rochester, Minn. 
Merrill, Elisabeth.....................--. U. of Minn., M.B., 1930 
Mistachkin, Norman Leonard_U. of Minn., M.B., 1930; M.D., 1931 
Murray, Stephen E....................U. of Pa., M.D., 1928 
Parsons, Ralph Ludvig............. U. of Minn., M.B., 1930; M.D., 1931 Monterey, Minn. 
Peterson, Vernon L Washington Univ. Sch. of Med., M.D., 1929...932 2nd St. S.W., Rochester, Minn. 
Popp, Walter Charles..............-.- U. of Pittsburgh, M.D., 1929 718 5th St. S.W., Rochester, Minn. 
Rea, Charles Ethan.................-- U. of Minn., M.B., 1930 255 W. George St., St. Paul, Minn. 
Simons, Leander Theodore......U. of Minn., M.B., 1930 Chaska, Minn. 
Thayer, Ellsworth Albert.......... U. of Minn., M.B., 1931 2712 Bryant Ave. S., Minneapolis, Minn. 
Tifft, Cyril Richardson.............. U. of Minn., M.B., 1930 St. Mary’s Hospital, Duluth, Minn. 
Tuohy, Edward Lawrence........ U. of Minn., M.B., 1930; M.D., 1931................... University Hospital, Minneapolis, Minn. 
Weis, Benjamin Anthony.......... U. of Minn., M.B., 1930. Miller Hospital, St. Paul, Minn. 
Whitlock, Merle Eugene .-Indiana Univ., M.D., 1929 Mayo Clinic, Rochester, Minn. 
Wilson, Viktor Ottman.............. U. of Minn., M.B., 1930 Ancker Hospital, St. Paul, Minn. 
Zachman, Leo Laht............-.------ U. of Minn., M.B., 1930. 1253 Grand Ave., St. Paul, Minn. 
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Hardgrove, Maurice A. F Columbia Univ., M.D., 1928. Mayo Clinic, Rochester, Minn. 
McQuarrie, Irvine..................-- ..Johns Hopkins, M.D., 1921 U. of Minn., Dept. Pediatrics, Minneapolis 


CANDIDATES NATIONAL BOARD CERTIFICATION 
Rewbridge, Allan George Harvard, M.D., 1926 823 Nicollet Ave., Minneapolis, Minn. 








EXAMINATION REPORT, JUNE 30, 1931 
(June) 


CANDIDATES BY EXAMINATION 


NAME ScHOooL AND Date oF GRADUATION ADDRESS 


Abbott, Clyde Berthold U. of Minn., M.B., 1930; M.D., 1931 Springfield, Minn. 

Anderson, Waldo Paul.............. U. of Minn., M.B., 1931 1110 Glenwood Ave., Minneapolis, Minn. 
Atkinson, Walter. Georgetown U., M.D., 1928. Mayo Clinic, Rochester, Minn. 

Bagley, Elizabeth Colville......... U. of Mich., M.D., 1927 501 Woodland Ave., Duluth, Minn. 
Bulinski, bay mae ny ee U. of Minn., M.B., 1931 University Hospital, Minneapolis, Minn. 
Chancellor, Orville Kelsey.......U. of Minn., M.B., 1931 Northwestern Hospital, Minneapolis, Minn. 
Crombie, Francis Joseph........... U. of Minn., M.B., 1930; M.D., 1931 

Daley, David Micheal................. U. of Minn., M.B., 1930; M.D., 1931 

Frary, Louise Grace................-.-. U. of Minn., M.B., 1930; M.D., 1931 5049 Dupont Ave. S., Minneapolis, Minn. 
Goldish, Daniel Richard............ U. of Minn., M.B., 1931 617 17th Ave. E., Duluth, Minn. 

Hinckley, Robert George........... U. of Wis., M.D., 1929. 1616 6th St. S.E., Minneapolis, Minn. 
Kilgard, Ross Miller................... U. of Minn., M.B., 1931 5333 Columbus Ave., Minneapolis, Minn. 
Lang, Leonard Adam U. of Minn., M.B., 1928; M.D., 1929 University Hospital, Minneapolis, Minn. 
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Somenaienaienaill 909 St. Anthony Ave., St. Paul, Minn. 





4010 Pillsbury Ave., Minneapolis, Minn. 





St. Luke’s Hospital, Duluth, Minn. 





1621 7th St. S.E., Minneapolis, Minn. 





Minor, Walter Jerome............... U. of Minn., M.B., 1930; M.D., 1931 
Noth, Paul Henry....................... U. of Minn., M.B., 1931 
Oeljen, Siegfried C. G................ U. of Minn., M.B., 1931 
Pearson, Bror Folke................... U. of Minn., M.B., 1931 
Quanstrom, Virgil E.................. U. of Minn., M.B., 1931 


Robinson, Lloyd Wayne............ U. of Colo., M.D., 1929 


1310 Pine St., Brainerd, Minn. 
110 2nd Ave. S.E., Rochester, Minn. 





Ruggles, George McCue............ U. of Minn., M.B. and M.D., 1930 


ag le Asbury Hospital, Minneapolis, Minn. 


512 Delaware S.E., Minneapolis, Minn. 





1310 E. 18th St., Minneapolis, Minn. 





SS VU. of Minn., M.B., 1931 
Skaug, Harold M........................ U. of Minn., M.B., 1931 
Smith, Vernon D. E................... U. of Minn., M.B. and M.D., 1931... 


Sorteberg, Edward Donald......U. of Minn., M.B., 1931 


ities aaacaen 339 Lowry Med. Arts Bldg., St. Paul, Minn. 
429 Union St. S.E., Minneapolis, Minn. 





Thompson, Floyd Ammann......U. of Minn., M.B., 1931 


University Hospital, Minneapolis, Minn. 





Thorsness, Edwin Trueman....Marquette, M.D., 1927 


Mayo Clinic, Rochester, Minn. 





Walsh, William Edward.......... ~Marquette, M.D., 1928 


Naval Hospital, Great Lakes, III. 





Watson, C. Gordon...................-- U. of Minn., M.B., 1930. 


St. Mary’s Hospital, Duluth, Minn. 





Weed, Vernon A..........--.-.-.-:-020-0 U. of Minn., M.B., 1930 


916 E. 15th St., Minneapolis, Minn. 





Youngs, Nelson A. Miles........... U. of Minn., M.B., 1930; M.D., 1931 


hessicesteacennian 901 E. River Road, Minneapolis, Minn. 
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Graff, Richard John.................... Loyola Univ., M.D., 1930 





Johnson, Ralph Bernard........... _Northwestern, M.D., 1929. 


New Ulm, Minn. 





Lanesboro, Minn. 





Killion, John Jackson.............U. of Tenn., M.D.,'1930. 


Pine River, Minn. 





McElligott, Edmund Wright....Rush, M.D., 1927 
Steinberg, Charles Leo.............. U. of Colo., M.D., 1928 


Morris, Minn. 





936 Goodrich Ave., St. Paul, Minn. 


CANDIDATES NATIONAL BOARD CERTIFICATION 
Wilkinson, H. Weldon............... U. of Minn., M.B., 1929; M.D., 1930.................. Mayo Clinic, Rochester, Minn. 











Minnesota State Medical Association 
Seventy-Eighth Annual Session 


Minneapolis, Minnesota 


PROCEEDINGS OF THE HOUSE OF 
DELEGATES FIRST MEETING—MONDAY 
EVENING, MAY 4, 1931 


The meeting of the House of Delegates of the Min- 
nesota State Medical Association, held in the Ball Room 
of the Nicollet Hotel, Minneapolis, Minnesota, con- 
vened at 7:00 o’clock P. M., Dr. L. Sogge, Windom, 
President of the Association, presiding. 


PRESIDENT SOGGE: The meeting will please come to 
order. The following have been appointed on the Cre- 
dentials Committee: Dr. Wm. C. Carroll, St. Paul; 
Dr. John F. Fulton, St. Paul, and Dr. W. S. Broker, 
Battle Lake, which committee will report at this time. 


Dr. CARROLL: We have examined the credentials of 
the various delegates, and fifty-nine are present. The 
following delegates were present: 

Blue Earth County—M. I. Howard, Mankato 

Blue Earth Valley—J. L. Mills, Winnebago 

Camp Release District—M. S. Nelson, Granite Falls 
Central Minnesota—H. C. Cooney, Princeton 
Chisago-Pine—F. F. Callahan, Pokegama 
Clay-Becker—M. C. Bergheim, Hawley 

Dodge County—F. D. Smith, Kasson 

Freeborn County—W. L. Palmer, Albert Lea 
Goodhue County—M. W. Smith, Red Wing 
Hennepin County—W. A. Fansler, E. K. Green, J. A. 

Myers, E. A. Loomis, J. M. Hayes, A. S. Hamilton, 

Ivar Sivertsen, Chas. R. Drake, Ralph Knight, H. B. 

Hannah 
Houston-Fillmore—Not represented 
Kandiyohi-Swift—C. L. Scofield, Benson 
Lyon-Lincoln—A. L. Vadheim, Tyler 
McLeod County—Not represented 
Meeker County—A. W. Robertson, Litchfield 
Mower County—O. H. Hegge, Austin 
Nicollet-LeSueur—Swan Ericson, Le Sueur 
Olmsted County—A. W. Adson, W. F. Braasch, J. E. 

Crewe, E. S. Judd, L. W. Pollock, W. A. Plummer, 

A. H. Sanford 
Park Region District--W. S. Broker, Battle Lake 
Ramsey County—W. C. Carroll, J. F. Hammond, J. C. 

Hultkrans, Arthur H. Pedersen, E. M. Hammes, John 

Ryan 
Redwood-Brown—Not represented 
Red River Valley—H. M. Blegen, Warren; O. E. 

Locken, Crookston 
Rice County—A. M. Hanson, Faribault 
St. Louis County—F. H. Magney, Duluth; J. R. Manley, 

Duluth; B. S. Adams, Hibbing; C. L. Haney, Duluth 
Scott-Carver County—F. C. Westerman, Montgomery 
Southwestern Minnesota—E. W. Arnold, Adrian; S. A. 

Slater, Worthington 


Stearns-Benton County—J. P. McDowell, St. Cloud 
Steele County—A. B. Stewart, Owatonna 
Upper Mississippi—C. E. Anderson, Brainerd; F. W. 

Van Valkenburg, Long Prairie 
Wabasha County—D. S. Fleischhauer, Wabasha 
Waseca County—B. I. Saliterman, Janesville 
Washington County—E. S. Boleyn, Stillwater 
Watonwan County—H. B. Grimes, Madelia 
West Central Minnesota—B. R. Karn, Ortonville 
Winona County—C. P. Robbins, Winona 
Wright County—E. Klaveness, St. Paul 

PRESIDENT Socce: The minutes of the last session 
were printed in the October, 1930, number of MrNNESOTA 
MepicrneE, and if there are no objections the minutes 
will be accepted without being read at this time. A 
motion was made and seconded that the reading of the 
minutes of the last meeting be dispensed with and the 
minutes accepted, which motion, being put to a vote, 
was carried. 

We will now have the report of the Chairman of the 
Council. Dr. Workman. 


MEETING OF THE COUNCIL 


The Council of the Minnesota State Medical Associa- 
tion met at noon May 4, 1931. The following were 
present: Drs. L. Sogge, A. G. Schulze, M. S. Hender- 
son, William A. Piper, H. M. Workman, J. S. Hol- 
brook, F. J. Savage, N. O. Pearce, W. W. Will, O. J. 
Hagen, W. A. Coventry, George Earl, W. L. Burnap, 
W. A. Fansler, W. F. Braasch, C. B. Wright, E. A. 
Meyerding, O. E. Locken, J. R. Manley, H. M. Johnson, 
S. H. Boyer, F. E. Burch, W. C. Carroll, and H. M. 
Blegen. 

The minutes of the last meeting of the Council held 
on February 7, were read and approved. 


Dr. Locken, Chairman of the Special Committee to 
Study the Policies of the State Association, presented 
his report to the Council for its approval. A discussion 
followed and the report was referred to the House of 
Delegates. 


At 2:00 P. M. the president called to order the meet- 
ing of the House of Delegates to abide with Chapter 5, 
Section I, of the By-laws. The meeting immediately 
adjourned. 

The Council expressed its appreciation to Dr. Locken 
and the members of his committee for their work. 

Mr. Van Riper of the Travel Guild, Incorporated, 
appeared before the Council submitting a proposition of 
a cooperative medical European tour to be conducted 
under the auspices of State Medical Journals. Motion 
made and seconded that the Council go on record as 
favoring the plan for MINNESOTA MEDICINE subject to 
the approval of the Editing and Publishing Committee. 
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The quarterly statement from MInNEsoTA MEDICINE 
was read and approved. 

A report of the budget expenditures to date was 
read. 

A report of the Fiscat Agency Account was read and 
approved. 

Motion made by Dr. Coventry, seconded and carried, 
that the secretary be instructed to keep the budget ex- 
penditures as low as possible for the balance of the 
year. 

Motion made by Dr. Coventry, seconded and carried, 
that it be brought to the attention of the Editing and 
Publishing Committee that its report submitted this 
year was signed by Mr. Bruce and not by a member 
of the committee. 

Motion made by Dr. Coventry, seconded and carried, 
that the lunches for the members of the House of 
Delegates on Tuesday be paid for by the State Asso- 
ciation. 

Dr. Workman read a letter written by Dr. Hagen to 
the Red River Valley Medical Society. 

Morion made by Dr. Savage, seconded and carried, 
that Drs. C. B. Wright and J. T. Christison be recom- 
mended to the House of Delegates for reélection as 
delegate and alternate to the American Medical Asso- 
ciation for a period of two years beginning January 1, 
1932. 

A report of the membership was read by the Secre- 
tary. There are now 2,006 paid members in the Asso- 
ciation. 

A list of the affiliate applications to the American 
Medical Association was read; these were as follows: 

S. S. Hall, Minneapolis 

E. S. Strout, Minneapolis 

E. H. Whitcomb, St. Paul 

Chas. A. Van Slyke, St. Paul 

Wm. F. Wilson, Lake City 

L. K. Onsgard, Houston 

Warren Wilson, Northfield 

Motion made by Dr. Pearce, seconded and carried, 
that the new plan for the certificates bearing the name 
of the County Society and its secretary be tried out 
for a year and that they be signed in the State office 
and sent directly to the membership. 

A uniform fiscal year for the component societies 
was discussed and it was suggested that this matter 
be brought before the House of Delegates. 

The question of redistricting Chisago-Pine and the 
Central Minnesota Medical Societies was referred to 
Drs. Savage and Coventry, councilors of the district. 


Dr. Meyerding read several letters received by Dr. 
Johnson from various members congratulating him on 
the splendid work of the Committee on Public Policy 
and Legislation. 

A question of a Service Medal for worthy members 
of the Association was laid on the table until next year. 

Motion made by Dr. Coventry, seconded and carried, 
that the Council endorse the request that the Basic 
Science Board be authorized to transfer some of its 
funds to the State Board of Medical Examiners for 
legal expenses incurred in the enforcement of the Basic 
Science Law. 
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A communication from the American Medical Asso- 
ciation showed that many of the County Societies have 
not answered the questionnaire sent to them regarding 
their public health educational activities. The Coun- 
cilors were urged to see that the secretaries in their 
districts answer this form. 

Motion made by Dr. Savage, seconded and carried, 
that the budget of the Historical Committee be in- 
creased to $750.00 as suggested in the report of this 
committee. 

The following recommendation was submitted by the 
Committee on Public Policy and Legislation: 


“To THE COUNCIL OF THE STATE MEDICAL ASSOCIATION: 


The Legislative Committee of the State Medical As- 
sociation unanimously recommends, that in the publi- 
cation in the register of the physicians licensed to 
practice in the State of Minnesota, some designation 
be made of those individuals who are members of the 
mae Medical Association; provided this is not contrary 
to law. 

H. M. JoHNson 
M. O. OPppEGcAARD 
C. B. Wricut 

F. J. PLonpKE 

N. G. Mortenson. 


Dr. Manley presented the report of the Reference 
Committee to the Council. 

The meeting adjourned. 

PRESIDENT SoccE: You have heard the reading of the 
minutes of the meeting held by the Council. What do 
you wish to do with them? 

A motion was made, seconded, put to a vote and 
carried, that the report be accepted. 

PRESIDENT SoccE: Next is the President’s report. 

I have no report to make, other than to say that I 
am very thankful to every member of the Association. 
It has been a wonderful pleasure to work with you 
because you do take hold, and when you have a mem- 
bership that is willing to help and push, things come 
along very nicely. To expedite matters, because we 
have a good many things to consider, we thought we 
would follow this plan tonight: First, a report from 
the Reference Committee; then the Chairman of the 
committee will make remarks if he desires; then the 
subject will be open for discussion. We would like to 
hear on the floor of the House of Delegates anything 
anybody has to say. Don’t be backward about speaking 
your opinion, because that is the only way we can learn 
how to carry out the work of the House of Delegates 
more efficiently. We have the Reference Committee, 
but that is simply to help us along—to go a little faster; 
it does not mean that we want to shut off any discus- 
sion. First in order is to head the Reference Committee 
on the Secretary’s report. 


REPORT OF THE SECRETARY 


The past year has seen a steady increase in the 
routine work in the secretary’s office. We regret to say 
that the committees, however, have not been as active 
as in the previous years—that is, their demands for 
services from the secretary’s office have been smaller. 
Individual members, on the other. hand, are learning, 
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more and more, of the service that is available through 
the secretary's office. This accounts for the increase 
in the routine. 

The demand upon the secretary’s time, by the medical 
profession, has increased materially. During the past 
year the Secretary, personally, has been required to de- 
vote much more time than in the past to the needs of 
the various committees and local organizations. 


NEWSPAPER SERVICE 


The number of papers accepting this service has in- 

creased during the past year. We believe that its edu- 
cational and general character has improved also. This 
is undoubtedly due to the fact that we are now writing 
our stories in our own office. The total number of 
_papers accepting this service is 300. It is urged that 
the local physicians call these stories to the attention 
of their local papers, that they find out when the stories 
are published, and ask editors who do not publish them, 
why they are not doing so. All stories are censored 
by the Committee on Public Health Education. 


COM MITTEES 


During the past two or three years, our Committees 
have increased in size and number. It has been sug- 
gested that the committees are too large and unwieldy. 
The experience of the Secretary is that committee mem- 
bership is always regarded as an honor. It might be 
advisable, however, to have an Executive Committee of 
three or five where the committees are large. The size 
has increased, due to the demand for geographical rep- 
resentation. 


SERVICE TO STATE BOARD OF MEDICAL EXAMINERS 


The new Medical Practice Act and Basic Science 
Laws have been so well enforced that a large portion 
of the members write to this office giving information 
of violations of these acts. This office has codperated 
closely with the State Board of Medical Examiners and 
wishes to express its appreciation, particularly, of the 
services rendered by the Secretary of the Board. 


COMMITTEE ON HOSPITAL AND MEDICAL EDUCATION 


This Committee has been active in the past year in 
furthering post-graduate education amongst the mem- 
bership. The Short Courses conducted by the Extension 
Division of the University of Minnesota have been suc- 
cessful as also were the new series of colloquium lec- 
tures. This service is of the highest value to our 
organization. 

PAST PRESIDENTS 


During 1930 the then President, S. H. Boyer of 
Duluth, Minnesota, visited practically every Medical 
Society in the State at a great expense and incon- 
venience to himself. Dr. Boyer has now placed himself 
as a competitor to his predecessor, Dr. C. B. Wright 
of Minneapolis. Both men were very active. 


SEVENTY-SEVENTH ANNUAL MEETING AT DULUTH 


This meeting was undoubtedly the most successful 
from a scientific, business, social, in fact from every 
aspect that your present Secretary has participated in. 
The local committees were very codperative and very 
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hospitable. The total attendance was 667, the largest 
ever held outside the Twin Cities. 


HEADQUARTERS 


The present arrangement for codperation with the 
Minnesota Public Health Association continues to be 
of mutual advantage to both organizations. The pub- 
lication’ Everybody’s Health, is conducted on as high 
an ethical plane as possible. 


HEALTH MEETINGS 


Speakers have been sent out by the Public Health 
Education Committee to various parts of the state and 
to various organizations, such as the Parent-Teacher 
associations, ‘Women’s Federation, et cetera. Health 
meetings were also conducted, in conjunction with the 
Minnesota Public Health Association in various parts 
of the State. Dr. Morris Fishbein talked before three 
state conventions here last year. Dr. Fishbein addressed 
at least 20,000 persons during his two days’ stay. 


SECRETARIES CONFERENCE 


The county and district Secretaries meeting was suc- 
cessful as usual. It therefore justifies its existence. 
Your secretary attended similar conferences in Iowa 
and Wisconsin. 

PUBLIC RELATIONS 


Your secretary was asked by the Secretary of the 
American Medical Association to present a paper last 
November at the Annual Conference of State Secre- 
taries and Editors in Chicago. This paper was pub- 


lished in the January bulletin of the American Medical 
Association, and reprints have been sent to the mem- 
bers of our State Association. It should be a part of 
your Secretary’s report to you today. 


RADIO PROGRAM 


The talks by Dr. W. A. O’Brien, University Hos- 
pital, Minneapolis, Minnesota, over Station WCCO are 
an unqualified success, not only in Minnesota but 
throughout the Northwest. They constitute one of the 
best investments that your organization has made. 


EXPENSES 


The expenses, other than the educational fund, have 
gradually increased due to the material growth, in- 
creased activities and the increase in the number of 
members taking advantage of the services offered. We 
have reached the limit of our expenditures. This is to 
be regretted as one of the most important phases of 
our educational work, that carried on by the Com- 
mittee on Public Health Education, of which Dr. George 
Earl is Chairman, has not yet been thoroughly devel- 
oped. It is now reaching the stage where more money 
should be expended. Greater activity is particularly nec- 
essary in our campaign for creating better Public Rela- 
tions. Unless arrangements are made to increase the 
budget of this Committee the local societies will neces- 
sarily be obliged to increase their own activities as far 
as the public is concerned. 


MALPRACTICE INSURANCE 


During the past year our Insurance Company, which 
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is the Aetna, made the following unsolicited reduction 
in their rates: 


le te aa... $21.00 


This is the basic rate and this form of insurance is 
written by this company for members of the State As- 
sociation only. The former rate was $28.00. 

The fact that the malpractice situation has improved 
and that reductions were therefore made possible, is 
undoubtedly due to our legislative program and con- 
dition of organization. 


REPORT OF MEMBERSHIP 


Name of Society 


December 31, 
Associate 
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Blue Earth County 

Blue Earth Valley 

Camp Release District 

Central Minnesota District 13 
Chisago-Pine County 
Clay-Becker County 

Dodge County. 

Freeborn County 

Goodhue County 

Hennepin County 
Houston-Fillmore County.. 21 
Kandiyohi-Swift County... 21 
Lyon-Lincoln County 
McLeod County 

Meeker County. 

Mower County. 

Nicollet-Le Sueur County.. 
Olmsted County. 

Park Region District... 
Ramsey County 

Red River Valley 
Redwood-Brown County.... 
Rice County 

St. Louis County.................. 176 
Scott-Carver County 
Southwestern Minnesota.... 53 
Stearns-Benton County 42 
Steele County....................... 9 
Upper Mississippi 67 
Wabasha County —— 
Waseca County. 

Washington County 
Watonwan County 

West Central Minnesota.... 
Winona County 

Wright County 


m Ul ||: Affiliate 


TOTALS 9 2,087 











DAKOTA MEDICAL SOCIETY 


There is none. The Council revoked the Dakota so- 
ciety charter because the physicians of Dakota County 
failed to comply with its provisions. 
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FISCAL YEAR OF THE COMPONENT MEDICAL SOCIETIES 


At present there is no uniform date when the offi- 
cers of the Component Medical Societies in Minnesota 
assume office. There are six dates set for the annual 
meetings of our thirty-six County Medical Societies. 
This irregularity makes it impossible for the state office 
to know who the officers of the component societies 


are. Frequently months elapse after a meeting before 


we are informed. It is suggested that the matter of a 
uniform date be considered. The following survey has 
been made in our office: 

ASSUMED 
OFFICE 
January 
January 
January 
January 


DATE OF 
ELECTION 
October 
January 
December 
September 
December 
January 
December 
October 
January 
December 
December 


Blue Earth Valley 

Central Minnesota District 

Clay-Becker County 

Dodge County 

Freeborn County 

Goodhue County. 

Kandiyohi-Swift County 

Lyon-Lincoln County 

McLeod County .0.0..22....-.sccecossoeee January 

Meeker County 

Nicollet-Le Sueur County. 

Park Region District and 
County Medical Society 

Ramsey County 

Rice County 

Scott-Carver County 

Southwestern Minnesota. 

Upper Mississippi 

Washington County 

Winona County 

Chisago-Pine County 

Redwood-Brown County 

Stearns-Benton County 

Wabasha County 

Camp Release District 

Hennepin County 

Houston-Fillmore County 

St. Louis County 

West Central District 

Wright County 

Olmsted County 

Steele County 

Mower County 

Red River Valley County 

Waseca County December December 

Watonwan County December December 

(No card received from Blue Earth County) 





October 
November 
December 
June 
November 
January 
December 
January 
May 

May 

April 

July 
October 
May 
October 
October 
October 
October 
November 
November 
November 
December 


January 
January 
January 





October 
October 
October 
October 
October 
October 
November 
November 
December 
December 








REGIONAL CONFERENCE 

A meeting of the Northwest Regional Medical con- 
ference was held on February 8, 1931, at the St. Paul 
Hotel, St. Paul. Six states were represented, as fol- 
lows: Iowa, North Dakota, Wisconsin, South Dakota, 
Nebraska, and Minnesota. A report of this meeting 
was published in the April issue of Minnesota MeEptI- 
CINE. 

LEGISLATION 

We believe that during the past legislative session 

our Committee on Public Policy and Legislation has 
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accomplished the greatest feat in its history as far as 
the welfare of the public and medical profession is 
concerned. The principle which declares that “every 
citizen has a right to select his own medical at- 
tendant” was sustained by the legislature. The set-back 
sustained in Minnesota by those interested in socializa- 
tion will necessarily be long enduring. 


AUXILIARY 


Your auxiliary has made unusual advances during 
the past year and is becoming an active and valuable 
aid. The Secretary wishes to compliment the officers 
of the auxiliary for their activities. The profession, as 
a whole, should recognize and foster this very valuable 
service. 

CONCLUSION 


In conclusion it may be fairly stated that your asso- 
ciation is making steadfast progress. It is today in 
the best condition of its history. 

E. A. MEyeErpInG, Secretary. 


Dr. J. R. Mantey (Duluth): You all have had a 
chance to study the Secretary’s report. The Reference 
Committee has this to say: It is a very complete report 
and gives a comprehensive outline of the work of the 
Secretary’s office. The Refereuce Committee moves its 
adoption. 

PRESIDENT SoccE: What do you wish to do with the 
report of the Secretary? 

A motion was made, seconded and carried, that the 
report be accepted. 

PRESIDENT SoccE: Next is the report of the Treas- 
urer. 

TREASURER’S REPORT 
RECEIPTS 
Balance on hand Dec. 31, 1929 
Dues, placed to checking account 
Dues, placed to savings account 
Total 
Interest on savings funds 
Interest on checking account 
Refund 
Total 
Bruce Publishing Co., 1929 profits 
Bills payable 
Total receipts 
Total disbursements 


$31,425.00 














Balance on hand Dec. 31, 1930. 
DISBURSEMENTS 
Public Health Education Committee 
Rent 
Council 
Miscellaneous 
MINNESOTA MEDICINE 
Bills payable 
Annual meeting 
Secretaries’ Conference. 
Furniture and Fixtures 
Stenographers and clerks 
Secretary's traveling expenses 
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Legal expenses 
Treasurer’s salary. 
Secretary’s salary. 
Hospital and Medical Education Committee... 
State Health Relations Committee 

Education Committee 

Historical Committee 

Printing 
Auxiliary 
Consultation Bureau 
Refund in dues 
Transferred to savings account 


568.00 
103.00 
3,600.00 
215.10 





$100.00 ; expenses $3 


























Total disbursements and transfers 
Minus transfer to savings account 


Total Disbursements. 





STATEMENT OF CHECKING ACCOUNT 


Balance on hand Dec. 31, 1929 
Dues deposited to this account 
Interest on checking account 
Interest refund 
Bruce Publishing Co 
Transferred from savings fund— 














Total 
Bills payable 





2,000.00 





Total receipts for checking account......$37,380.10 


Total disbursements and transfers 


35,020.57 
Total in account on Dec. 31, 1930 $ 2,359.53 
Outstanding checks Dec. 31, 1930: 


Nos. 396, 398, 403, 405, 408 655.56 





Bank Balance on Dec. 31, 1930 $ 3,015.09 
STATEMENT OF SAVINGS ACCOUNT 

Balance on hand Dec. 31, 1929 

Dues deposited to this account 


Interest April 1....$105.45 


None 








Total 
Transferred to checking account: 





Balance in savings fund 
Balance in checking fund 





2,359.53 
Total balance on hand Dec. 31, 1930..$ 7,343.99 
The above balance of $7,343.99 on hand December 


31, 1930, represents $2,000.00 Bills Payable which must 
be paid for immediately after the first of the year, and 
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it represents $750.00 in 1931 dues collected before De- 
cember 31, 1930. Deducting these sums we have a true 
balance left of $4,593.99. 

A. G. Scuuuze, Treasurer. 


Dr. MANLEY: The ‘Reference Committee approves 
this report and moves its adoption. 
Thereupon the report of the Treasurer was adopted. 


PRESIDENT SoGGE: Now comes the report of the Dele- 
gates to the American Medical Association. 

Dr. W. F. Braascu (Rochester): We reported last 
year as the Duluth meeting came right after the meet- 
ing of the American Medical Association in Detroit. 
We have nothing further to report. 

PRESIDENT SocceE: Dr. Wright will report on the 
Regional Conference. 

Dr. C. B. Wricut (Minneapolis): I think that has 
been very well covered in the April MiInNEsota MEptI- 
CINE, and there is also a little editorial in the May 
issue by Dr. Meyerding that covers the situatior. But 
briefly, the Regional Conference was started by Dr. 
Braasch. We had the officers of Minnesota, Wisconsin, 
North and South Dakota to start with, and this last 
year Iowa, Nebraska and Montana were invited. The 
Montana delegates, however, did not get here. We had 
a very interesting meeting, and after this conference 
we realized that the problems which interest us interest 
all our neighbors. As you know, North Dakota has 
had a bad fight this last winter. They have been try- 
ing to pass a basic science law. Wisconsin is starting 
very active work in its association and has a remark- 
ably active public health program. That organization 
is very progressive. We also had some very interesting 
men, like Mr. Wiprud, who is Secretary of the Medical 
Society of Milwaukee County. We also had the Man- 
aging Director of the Iowa Association, Mr. Blank, 
who discussed a plan for taking care of the Health of 
the Iowa poor. A rift in the lute, however, was the 
report that societies cannot practice medicine for profit. 
Another thing was the question of insurance by socie- 
ties, but that was worked out by every one taking out 
insurance, and they have signed agreements with the 
counties in which they take care of their local problems 
and the county pays them a small amount for it. If 
any one would like to ask about the conference, I would 
be very glad to answer them. (No questions.) 

A motion was, made, seconded and carried, that the 
report be accepted. 

PresIpDENT SocceE: We will next take up the report 
of the Committee on Public Policy and Legislation, of 
which Dr. Herman Johnson is Chairman. I would like 
to say this about Dr. Herman Johnson—I like to com- 
pare him with Lindbergh. Lindbergh was the first to 
fly alone across the Atlantic Ocean, and I feel that Dr. 
Johnson was the first to “fly” in medicine in Minnesota. 
I feel that he is too big for Minnesota and we ought 
to have him in Washington, D. C., to protect our 
profession against socialized medicine. (Applause.) 

Dr. H. M. Jonnson (Dawson): Mr. President and 
members of the House of Delegates: I want to tell 
you that the result of the activities of our Association 
and the result of its success is due not to one single 
man or individual, but to the codperation of every one 
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in the Association and its officers. And that has been 
better this year than it has been in the past. I am not 
in a mood to speak very much tonight. I am sorry 
to tell you that I lost a man who was my partner for 
over thirty years. A week ago Sunday night he was 
taken with a stroke and never spoke again. It was Dr. 
A. A. Stemsrud. Many times I felt that I was abus- 
ing my associates by going away and staying away like 
I did and they worked hard and were not given any 
credit, while I was given lots of credit. Many times I 
said I had better stay home, and Dr. Stemsrud would 
always say, “You had better go, Herman, and do what 
little you can to put this Association on its feet, and 
when you get it going it can take care of itself, but 
now is the time when every one must do his duty.” 
When I look at his death, a queer sensation creeps 
over me. 


This year we had really believed there would not 
be much trouble. Of course, we feared the election. 
Those who worked and looked ahead and saw the re- 
turns in the primary knew pretty well what governor 
we were going to have. Governor Olson, I think, has 
kept his word with us, but we had to do all we could 
to be sure to get a good House and a good Senate. 
You know about these different cult bills that come up, 
and you know they always have to be followed. If 
you don’t have a representative there looking after 
them, they will get you. I have always said we had 
as much power and money and influence as our oppo- 
nents and would stay with them as long as it was 
necessary. There were many activities by certain inter- 
ests in the fall campaign, and I thought another bill 
would come up which would try to set a price on the. 
work done on industrial cases by medical men and 
also by the hospitals. 


The thing you are interested in, I think, is what we 
took part in, and that was against the confirmation of 
Duxbury on the Compensation Board. The Legislative 
Committee and the Council have for two years been 
trying, through the Governor and every other way, 
to get him to live up to the law. We didn’t change the 
law, but we helped to fix it so he was not confirmed, 
and therefore the next one that will be in, will be will- 
ing to live up to the law. It wasn’t Duxbury, but it 
was the principle. He was dictating where a patient 
must go.’ The law is that the patient may choose his 
own doctor. He wrote letters to the patients telling 
them that unless they went to the doctor he specified, 
hospital and doctor bills would not be paid. That meant 
we had a lot of work to do. There is no question that 
men in the country, and I think men in the city, know 
that that class of patients was taken from the hands 
of the best doctors and sent to others. The insurance 
companies claimed that they could get it done cheaper 
elsewhere. I am sure the medical men did not charge 
them any unreasonable rate. All kinds if propaganda 
was used, and there is no question but what they tried 
to antagonize us in one way or another. But they did 
not succeed, and I am sure the medical profession 
stands closer together today than it ever did. And in- 
stead of weakening our position, it is now stronger 
than ever. While we had to fight against some of our 
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friends, we never need to fear, because as long as we 
are right we will come out ahead. We are stronger 
than ever because we are standing together better and 
better, and it is not due to any one man but due to the 
cooperation of all of us. The councilors stood one 
hundred per cent solid, and the President was there. 
My trouble came onto me when I should have laid off, 
but at a time like that you can’t lay off. 

We had a conference with the Governor and told 
him what kind of a man we wanted on the Industrial 
Commission—a good, square man, one who was an 
able lawyer with a judicial temperament and a judicial 
mind, and that we didn’t want a man who was especially 
favorable to the laboring man or the medical man or 
the insurance man. And we felt also that we didn’t 
want any Farmer-Labor man. I am not particularly 
against the Farmer-Labor party, but the law prescribes 
that the members of this Board shall be of different 
parties. The medical men tell me Mr. Gallagher of 
Waseca is as good a man as could be picked, and even 
the Republicans, those who fought for Duxbury so 
strongly and were very much interested in the insur- 
ance companies, told us he was all right, that it was a 
good appointment and they were well satisfied. Dux- 
bury’s policies were the beginning of state medicine. 
Maybe pretty soon half of the people will be protected 
by state insurance, and if the patients had to go where 
they were directed it would be a sad state of affairs. 

We never, apparently, will get through with the 
quacks, but I think we have broken their backs more 
and more every year, because as the law is enforced 
more of them go to jail; but if we want to protect 
ourselves we absolutely have to fight every year. 

Gentlemen, I want to thank you all and thank the 
committee. By standing together in the future like we 
have done in the past we can protect our interests, and 
our interest is our profession. I only wish our Na- 
tional Association was as active in looking after its 
interests as we are in this state; this state has become 
known throughout the country as one of the most ag- 
gressive states 


PRESIDENT SoccE: It is wonderful for the Legisla- 
tive Committee to be able to report one hundred per 
cent from a legislative session. I doubt if any other state 
could do the same. I think the Legislative Committee 
ought to be congratulated and thanked for its efforts, 
and with them Dr. Workman who spent a great deal 
of time in St. Paul looking after our affairs. Is there 
any discussion on this report? 

Dr. A. H. Pepersen (St. Paul): In the first place, 
I would like to know why a written report was not 
rendered. It seems to me the chairman should render 
a written report to the State Society. In the second 
place, while it is shown that $5,000.00 was spent last 
year, I understand there was $7,000.00 actually spent, 
and I cannot understand why $7,000.00 was spent dur- 
ing a non-legislative year. Another thing is, have we 
really killed contract medicine? The University con- 
tracts to take care of students at a special rate. At 
Central High School in St. Paul we have free X-ray 
and Mantoux tests. Isn’t that state medicine? Have 
we closed all the portals to state medicine? I feel the 


societies which claim to be friendly to medicine are 
really antagonistic, because they have not said anything 
about paying for the examinations. I would like to 
hear why that money was spent. 

Dr. C. P. Ropsrns (Winona): I had the pleasure 
of being with the Legislative Committee last year. If 
any member would like to have information regarding 
how money was spent on legislative work, Dr. Johnson 
has had the accounts audited, and if any doctor is in- 
terested he can go to the Auditing Committee and get 
the information. 

PresweNt SocceE: Dr. Johnson, did you hear the 
question that was asked? 

Dr. JoHNson: The Council has those matters in 
charge, and I think they have taken care of that part. 
Legislation goes on most all the time, and if you know 
anything about how things are done in the Legislature 
by other concerns you will know something about it. 
There was lots of work done. As to why it was not 
a written report, I think you have the report now. 
There was a report sent out, that is, a letter was sent 
out summarizing the activities during the session, but if 
you want another one, we will gladly furnish it. 

PRESIDENT SoGcGE: Where did you get the informa- 
tion that $7,000.00 was spent? 

Dr. PepersEN: From Dr. A. G. Schulze. 

Dr. A. G. ScHuze (St. Paul): I think you are mis- 
taken on that. $5,000.00 was the total. 

PRESIDENT SoccE: Are there any further questions? 

Dr. F. F. CALLAHAN (Pokegama): I would like to 
say something about the Mantoux tests in these cases 
of tuberculosis. I think if you are going to do anything 
to eradicate tuberculosis we must start at the root. If 
the practitioners can get the pupils in and do the work 
themselves, if they can convince the people that it is 
necessary, that will take care of the whole business. 
We have conducted some of these tests in the schools at 
Pine City. We were astounded at the results we found. 
We couldn’t possibly get those people to come in as 
private cases. But when we found anything wrong 
with the patients, we referred them back to their private 
physicians for treatment. I know it is wholesale, but 
it is about the only way we can find the condition. 

Dr. Wricut: There seems to be some misunder- 
standing about this particular thing, and as I have been 
on the Legislative Committee for three sessions, I 
would like to say a word about it. I don’t think the 
Mantoux tests in St. Paul schools have anything to do 
with this controversy. Possibly this gentleman does 
not know some of the things about this business that 
I do. When Dr. Johnson was asked to take the chair- 
manship of this committee, he specified two things only 
—One, that he should be giver. a budget, and that the 
Auditing Committee should audit it. I know the aver- 
age professional man knows nothing at all about prac- 
tical legislation. When I became a member of this 
committee I knew nothing about it, but I have learned 
considerable about this subject since. I know that you 
can’t make an itemized report of any legislative activity 
and retain any influence whatever in the legislature. [ 
doubt if any doctor here keeps an itemized report of 
his own personal expenditures. The way I feel about 
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it is this: I don’t know what you think about our 
efforts in the last six years. That is a matter for you 
to decide. But please decide that we are going to do 
some legislative work—and we are going to do it effec- 
tively—or we are not going to do it at all, because you 
are not going to do any effective work if you tie the 
hands of your committee member and make him give 
a report of every dollar he spends. If there is any 
intelligent criticism of what we have accomplished, let’s 
hear it. Let’s hear something constructive about the 
legislative program. I have been working with Dr. 
Johnson for six years and I never found him doing 
anything that was not on the square. When he re- 
turned from the hospital, men in the legislature and 
men who have fought him—put their arms around him 
and said, “Herman, we are glad to see you back, let’s 
get together and work for the next campaign,” that 
means something. 


Dr. H. M. Workman (Tracy): I have been Chair- 
man of the Finance Committee, and am Chairman of 
the Council. At Dr. Johnson’s request I have at- 
tended all the meetings and stayed in St. Paul when I 
should have been taking care of my own business. But 
I know where every dollar has gone. I can’t do more 
than that for you. I have done it honestly. If any 
man wants to question my honesty he can do it. The 
money was spent honestly, and we got results. If any- 
body thinks we didn’t get results I would like to have 
him say so. 

Dr. Ropprns: We carried on the work at our own 
traveling and hotel expense and we never took a penny 
from the Legislative fund. 

Dr. S. H. Boyer (Duluth): It is my opinion that 
anybody who asks such questions as have been asked 
here has never served on any Legislative body. For 
several years I have heard these little nagging and 
creeping complaints and questions as to what has been 
done with this five cents or this two cent stamp. They 
seem to be bothered about what we are going to do 
with a nickel or a dime. You can’t get any place with 
that stuff. You have to spend your money if you want 
to live. What did you have before you spent any 
money in this state, Doctor? Did you have any influ- 
ence? , 

Dr. PEDERSEN : 

Dr. Boyer: 
or not? 


Dr. PEDERSEN: 


No. 
Are you proud of what we have done, 


Absolutely. 

Dr. Boyer: It leads me to suspect that some of you 
question the integrity of our Council and Dr. Herman 
Johnson. I assure you that every dollar has been spent 
with wisdom and intelligence. It is my opinion that 
if twice the money had been spent that what we got 
would have been cheap. Today the profession in Minne- 
sota sweeps on with a grandeur that is not surpassed by 
any other state in the Union. It covers everything we 
can reach to protect the state against quackery and 
state medicine. We can’t reach all these things at once, 
but we hope to succeed in getting to them. You have 
mixed our legislative work with University relations 
work. That is a matter that should be considered en- 
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tirely separate and apart from what we are consider- 
ing tonight. 

Dr. A. B. Stewart (Owatonna): I am on no com- 
mittee, but when I read in the report what Dr. John- 
son’s committee has accomplished, instead of criticizing 
it I move that we give a rising vote of confidence for 
the work they have done. \ 

PRESIDENT SoccE: I would first like to know how 
many of the delegates here don’t believe that they got 
value received for what was spent for the legislative 
work. When we get value received, what are we kick- 
ing about? I would like to hear from Dr. Slater on 
the Mantoux tests. 

Dr. S. A. SLATER (Worthington): This Mantoux 
test is something new. It has to be put on a firm 
foundation, and at the present time it is only in the 
experimental state. We know that the Mantoux test 
is a means of finding children who are infected with 
tuberculosis. We further know that the majority of 
children in whom we find the infection come from 
homes in which the infection exists. It is highly im- 
portant that the Medical Association codperate. When 
a child reacts to the test he is sent back to his family 
physician and he may look for the source of the infec- 
tion. I think this is a very valuable means of finding 
the source of infection and eradicating tuberculosis. I 
believe the doctors are learning something about tuber- 
culosis which will be of benefit to themselves as well 
as to their patients. And if the medical profession does 
not do what it should to eradicate tuberculosis, other 
forces will step in and do their part. With the med- 
ical profession conducting these tests I think the best 
results can be obtained without any danger of it becom- 
ing state medicine. 

Dr. W. S. Broker (Battle Lake): During the past 
year we have conducted about 2,500 Mantoux tests on 
school children. It is almost impossible to get the chil- 
dren to go to a physician to get the test. In order to 
cover any ground at all it has to be done in what 
has been called a wholesale fashion. It has to be done 
in groups. I think for each child it is a very valuable 
experience. I think, far from being a detriment to the 
profession, it is going to be an advantage. The chil- 
dren are going to appreciate medical care and are going 
to have more work done and more attention paid to 
them than if it had not been done at all. 


SEcRETARY MEyYERDING: It happens that in Ramsey 
County there is an organization known as the Ramsey 
County Public Health Association. The Minnesota 
Public Health Association has little to say about Henne- 
pin, Ramsey and St. Louis Counties. But in Ramsey 
County we are conducting what is known as the Man- 
toux test. It is done by Dr. Geer. I think the ques- 
tion Dr. Pedersen presented is a matter for the Ramsey 
County Medical Society to take up rather than one for 
this Association. We all know that state medicine is 
one of our problems. It is just around the corner in 
the United States. Canada now has it. We just have 
to wait until some state legislature will pass a law 
creating state medicine. I might explain to you some- 
thing that might be considered along the same line. 
That is heart disease. For several years there has been 
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a National association dealing with heart work. A few 
years ago a representative of that group came to me 
and asked if we would take it over. I did not care 
to consider it, but knew that if we did not, somebody 
else would; so we finally took it over. We have a 
heart committee in the State Medical Association, and 
the time is coming when the public will demand that 
we do something along the line like this tuberculin test- 
ing, social diseases, and so forth. If you don’t recog- 
nize these movements and take a part and cooperate 
and assume leadership, somebody else will and you are 
going to be left in the background where you were all 
these years in the past. We have attempted to cooper- 
ate with the medical profession. 

I think the most ideal example of what I am telling 
you about was done in Owatonna. A meeting was held 
there of the county medical society and the public 
health association. The family physician took care of 
those who were infected. Everybody who has a posi- 
tive Mantoux reaction is referred to his physician for 
treatment, and I think it is a benefit to the medical 
profession as well as to the patient. 


Dr. WriGHT: We have gone away from the ques- 
tion, our Legislative program. I think this is the vital 
thing that you are interested in, because you are spend- 
ing your money on it. The thing I want is to hear you 
men discuss the legislative program. Possibly you 
don’t know what was concerned in that Duxbury fight 
to start with. Two years ago they introduced a max- 
imum fee bill. At that time three or four members 
of our committee tried to get in touch with Mr. Dux- 
bury to discuss this bill with him. He said, “I have 
nothing to do with the bill, I am only on the Industrial 
Commission.” We went before the Committee and 
were able to convince them that the bill would hurt the 
patient. In other words, if you put the maximum fee 
too low it will deprive them of all the care they need, 
and if you put the maximum fee too high it makes the 
insurance too high. So Senator MacKenzie, the sponsor 
of the bill, withdrew it. This year they tried to intro- 
duce a bill which would give the Industrial Commis- 
sion the right to set the maximum fee; and when we 
found out the facts of the case, Mr. Duxbury admitted 
to Mr. Brist that he drew the bill himself. I will 
admit that I would not have had the nerve to go 
against Mr. Duxbury, because I knew what was behind 
him. I want to tell you that Mr. Fesler told me that 
if it were not for the demonstration of the power of 
the Medical Association in preventing the endorsement 
or confirmation of Mr. Duxbury, it would eventually 
have resulted in the loss of thousands and possibly 
millions of dollars to the hospitals and profession of 
this state. That is one of the things this committee 
has accomplished. 

I would like to have some constructive and intelligent 
criticism about what has been done by this committee. 
But I think the mere discussion of how people spent 
a few dollars here or there is entirely outside the ques- 
tion. 


Dr. F. H. Macney (Duluth): I am not on any of 
the committees, and personally I don’t care to know 
where any of the $5,000.00 has gone. I appreciate the 


efforts of Dr. Johnson and this committee, but I have 
even failed to write to my legislators in compliance 
with the request of Dr. Johnson. 

Dr. B. S. ApaMs (Hibbing): I have known Herman 
Johnson ever since I went to school, and I know he is 
not only efficient but honest. I want to make a motion 
that we give Dr. Johnson a rising vote of thanks for 
the splendid work he has done. 

A rising vote of thanks was then extended to Dr. 
Johnson. 

Dr. JoHNson: I wish to thank you gentlemen. I 
beg no favors. I respect and admire the interest and 
enthusiasm you have shown, and the gentleman who 
has so much to complain about I want to tell him that 
if he knew more about what he talked he would not 
talk that way. I wish he was doing it himself. 

PRESIDENT SoccE: The next report is the report of 
the Committee on Public Health Education. 


REPORT OF THE PUBLIC HEALTH 
EDUCATION COMMITTEE 


The Committee has continued its past policies of 
reaching the profession and placing before them prob- 
lems that exist in their relations with the public. At 
the same time a consistent contact has been kept up 
with the public itself. The Chairman of this Commit- 
tee is also a member of the Committee on State Health 
Relations and the Public Health Nursing Committee. 
These memberships are for the purpose of correlating 
the activities of the committees mentioned. 


EXPENDITURES 


We are presenting a financial statement that shows 
the various expenditures under definite heads. It will 
be noted that there are several expenditures that are 
not primarily the function of this Committee, but were 
made upon the request of the Council. Our total An- 
nual Budget Expenditure is a financial statement of the 
activities of our Committee, plus other financial outlays 
voted by the Council. 


FINANCIAL REPORT 


1930 Analysis of the Public Health Education 
Expenditures 


Mr. Brist 
News Service 
Meetings—Public Health, Med. Economics, 
County Society, Officers Conferences, Public 
Health Nurses, etc 
Sundries, Petty Cash, Telephone, Telegrams. 
Stenographer 
Misc. Postage and Printed Matter 
Speakers Library Material 
Radio 
Speakers—State Annual Meeting at Duluth, 
Health Tours, etc. 
Legislature—Hygeia and Everybody’s Health. 
A. M. A. Delegates Expense. 
Diphtheria Prevention Campaign 


$ 479.09 
1,300.90 








355.62 
19.58 
1,310.00 
78.81 
36.95 
528.36 














767.68 
314.50 
168.80 
538.77 











$5,899.06 
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MINNESOTA MEDICINE 


F. MANLEY BRIST: 


Mr. Brist gave talks upon the activities of the Minne- 
sota State Board of Medical Examiners and the opera- 
tion of the new Medical Practice Act and Basic Science 
Laws. These talks were given to both medical and lay 
groups for the purpose of emphasizing the importance 
of the enforcement of medical laws. The following 
groups were addressed by Mr. Brist during the past 
year: ; 

Nicollet-—LeSueur County Society. 

Secretaries Conference. 

Mankato, Blue Earth County. 

Stillwater, Lions Club. 

Hennepin County Auxiliary. 

Colloquium Course at Winona. 

Wadena. 

Freeborn County. 

Mower County. 

Iowa State Medical Association. 

St. Cloud, Stearns-Benton County. 

Blue Earth Valley. 

Willmar-Kandiyohi-Swift County. 

Wabasha County. 

Olivia. 

Houston-Fillmore County Society. 


NEWS SERVICE 


The weekly newspaper service has continued to grow 
and improve. Thanks in a large measure to the facili- 
ties offered by the Minnesota Public Health Associa- 
tion, who have made it possible for us to engage ex- 
pert service at a minimum expenditure. The number 
of papers are gradually increasing, until we have now 
300. A sub-committee is appointed to censor the news- 
paper stories. 

MEETINGS 


Public Health—Medical Economics—County Society— 
Officers’ Conferences—Public Health Nurses 
Traveling expenses of various members of the Asso- 
ciation were paid for attending meetings at which they 
spoke. These meetings consisted of Public Health 
meetings, Medical Economic meetings of the various 
county societies, and all Public Health Nurse groups. 


STENOGRAPHER 


The Committee has always paid the salary from its 
budget of one of the employees at the State Office. 
While this employee is only giving part time to the 
Committee, yet the entire time of this person is being 
charged. Commencing with 1931 a pro-rata arrange- 
ment has been made whereby the salary will be dis- 
tributed in a different manner. 


SPEAKER’S LIBRARY MATERIAL 


Suitable material was purchased and distributed to 
the members of the Committee and for filing in our 
lay speaker’s Library. 

RADIO 
This series of talks are undoubtedly the most popular 


health talks in this. section of the radio world. The 
Committee believes in Dr. O’Brien’s talks from both 
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the scientific and organization standpoint and that they 
are well worth the cost. 


SPEAKERS—-ANNUAL MEETING, HEALTH TOURS, ETC. 


In this are included the fees necessary to be paid to 
lay speakers at various health meetings which we 
participated in and also the honorarium and expenses 
for two of the speakers at the last annual meeting in 
Duluth amounting to $206.23. 

Rev. Wm. C. Sainsbury of Fargo assisted at the fol- 
lowing places: 

Waseca County Public Health. 

St. Olaf College. 

Kandiyohi County P. T. A. 

Lyon Lincoln Medical Society. 

Women’s Federated Clubs, Olivia. 

Comstock Federated Clubs. 

Glenwood Kiwanis, P. T. A. and High School. 

Detroit Lakes P. T. A., High School. 

Crookston Seal Sale Institute. 

Luverne Lecture at High School. 

Alexandria P. T. A. meeting. 

LEGISLATURE—HYGEIA AND EVERYBODY’S HEALTH 

We have again the past year sent Hygeia and Every- 
body’s Health magazines to the Legislature of Minne- 
sota. 

A. M. A, DELEGATES EXPENSE 


The Council ordered that the expenses of the dele- 
gates to the American Medical Association be drawn 
from our budget. 


DIPHTHERIA PREVENTION CAMPAIGN 


As our part of the Diphtheria campaign, which the 
Minnesota State Board of Health, Minnesota Public 
Health Association and the Committee on Hospitals and 
Medical Education are sponsoring, we expended a con- 
siderable amount for posters that were distributed to 
the schools and other public places. 


CONCLUSION 


While we aim to instruct the public as regards scien- 
tific medicine and have them realize that on the whole 
their best interest lies in the hands of the members 
of the State Association, a large part of our work is 
within the profession and might be considered organiza- 
tion work. 


GrorceE Eari, Chairman. 


Dr. Mantey: The Reference Committee commends 
the very valuable work of the Public Health -Educa- 
tion Committee, and recommends that the activities of 
this committee be continued. We recommend the adop- 
tion of this report. 

Dr. Georce Eart (St. Paul): 

In the four years in which we have been allowed a 
budget, we expended in 1927, $2,033.77 out of an allow- 
ance of $5,000.00; in 1928 we expended $3,944.26 out 
of an allowance of $7,000.00; in 1929 we expended 
$4,304.15 out of an allowance of $7,000.00, and in 1930 
we expended $5,899.06 out of an allowance of $6,000.00; 
or during the four years of our existence we have ex- 
pended only a part of what we were authorized. 
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Our reasons for this economy were: First, that the 
work was new and we desired to approach the subject 
cautiously. In the second place, by codperating with 
the Minnesota Public Health Association, we were able 
to undertake the program with greater economy than 
probably any other State Association. Third, the work 
undertaken has been only in direct response to requests 
from the officers, council, county societies and mem- 
bers of the Association. 

Such expenses as that of Mr. Brist in connection 
with the explanation of the operation and enforcement 
of the New Basic Science Law and the New Medical 
Practice Act to the Medical Profession; the Radio 
Committee’s expense; the codperation with the Legis- 
lative Committee by sending Hygeia and Everybody’s 
Health to all the members of the Legislature; the A. 
M. A. delegates’ expense; the foreign speakers to the 
Annual State Meeting in Duluth; and the stenographic 
and office expenditures in connection with a great many 
of the other Committees and activities have been 
charged to our budget. 

A review of the present State Organization would 
show that we deal with questions of public health con- 
tact through the following Committees: 


The Committee on State Health Relations. 

The Radio Committee. 

The Committee on Contract Practice. 

The Committee on Medico-Legal Affairs. 

The Committee on University Relations. 

The Heart Committee. 

The Committee on Schools for Laboratory Tech- 
nicians. 

The Committee on Public Health Education. 

The Committee on Hospitals and Medical Edu- 
cation. 

The Legislative and other Committees also have deal- 
ings with the public. 

Medical leadership should be encouraged in the 
County as regards Public Health Association, Red 
Cross, Editorial and Legislature codperation and other 
public contacts. The major portion of our committee’s 
time and if you will look at the budget of the four 
years and especially the first years, the major portion 
of our committee’s budget has been expended on en- 
couraging such local leadership. 

Anyone that has had any experience in this matter 
will realize the difficulty of securing local medical lead- 
ership. A few places have it and have put on excel- 
lent programs; this because of their own native ability. 
Where we find that such native ability does not exist 
it is just as difficult to promote it as it is in any other 
phase of life. From promoting county and local med- 
ical leadership has come the demand for a demonstra- 
tion by the State Society in the form of radio talks, or 
newspaper service and of help on Public Health Meet- 
ings as the opening wedge of contact toward further 
establishing the relations that your Committee suggests. 
In the State of Minnesota there are millions of dollars 
spent annually effecting the question of Public Health 
Education. We have Corey, McFadden, and other 
newspaper service; Christian Science, patent medicine 
propaganda, League of Medical Freedom and Anti- 
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Vivisection Leagues; then all of the cults; further, lay 
organizations for tuberculosis, cancer and heart; and all 
of the forces of state medicine and state institutions, 
privately endowed institutions and all the private prac- 
tice activities of our association members. 

The problem for the Minnesota State Medical Asso- 
ciation to determine is, first, shall we as an organiza- 
tion take any part in directing public health activities 
and in influencing public health opinion by any other 
method than that of our scientific achievements. Un- 
doubtedly the scientific practice is the contribution that 
should take the vast majority of our energy, but if 
some public health education work is not undertaken 
will there be other forces without our help sufficient 
to counteract the aggressive attacks of those whom 
we believe to be in error on public health problems. 

Our Committee has always felt that the best possible 
public contact depends on the scientific ability, public 
health attitude and willingness to undertake its in- 
dividual share of advancing the cause of health by 
each one of the two thousand members of the Associa- 
tion in his daily medical practice and contacts of life. 
Of necessity some type of organization is advisable to 
help in some small measure with planning and demon- 
stration. 

Dr. E. Kiaveness (St. Paul): Would it not be 
possible next year to save the expense of $479.00 paid 
to Mr. Brist? 

Dr. Eart: I don’t know if I am as well qualified to 
answer that question as the Council is. We are paying 
$2.00 per year to the Board in whose employ Mr. Brist 
is, and they are a Board appointed by the State of 
Minnesota through the Governor. This Board would 
be subject to criticism if Mr. Brist did any work for us 
on time for which he is paid by them. Fortunately, 
Mr. Brist is a wonderful speaker before luncheon clubs, 
etc. We are able to secure this rather brilliant, able 
attorney for $400.00 a year, and in my mind we should 
thank the State Board of Medical Examiners for let- 
ting us share Mr. Brist at this nominal expense. Does 
that answer your question? 

Dr. E. Kiaveness: Yes. 

Upon motion regularly made and seconded the report 
was accepted. 

PRESIDENT SoGcE: The next report is that of the 
Editing and Publishing Committee. 


a 


REPORT OF EDITING AND PUBLISHING 
COMMITTEE 


It again becomes my privilege to submit a report on 
the publication of your journal, MINNESOTA MEDICINE, 
for the year. The period covered in the report is the 
calendar year of 1930. 

The twelve numbers of the journal included in 
Volume XIII contained a total of 1290 pages, or an 
average of 107.5 pages for each issue, the largest num- 
ber of pages that has ever been printed in any one 
year. Of this total, 938 pages were devoted to reading 
matter and 352 to the advertising section, making an 
average of 782 pages of reading matter and 29.3 pages 
in the advertising section for each issue. The total 
number of illustrations was 323. This is also the larg- 
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est number of illustrations ever printed in the journal 
in one year. Had all this editorial material been sup- 
plied to the readers in book form, it would have been 
a volume of 1,200 pages with more than 300 illustra- 
tions. 

The total number: of articles published during the 
year was 131, 16 of which were case reports. Other 
case reports and discussions of interest to the medical 
profession were published in the Proceedings of the 
Minnesota Academy of Medicine and the Minneapolis 
Surgical Society. 

Several changes have been made during the year in 
the personnel of the staff contributing to the progress 
section. This section, under the direction of Dr. Lewis 
M. Daniel of Minneapolis, has continued to be a def- 
inite service to readers of the journal. A section en- 
titled Tuberculosis Abstracts has been added under the 
heading of Medicine. These Abstracts are direct re- 
prints of the monthly bulletin of that name published 
by the National Tuberculosis Association. Another re- 
cent addition to the journal is the publication of the 
Proceedings of the Minneapolis Clinical Club. 

The circulation of Minnesota MepictNneE for the year 
1930 is reported as follows: 

Members (paid) 2,053 
Members (delinquent) 
Non-member subscriptions 
Miscellaneous copies distributed single copy sales, 
exchanges, complimentary, advertising, etc 
Surplus on file 














Total 


The following report of receipts and disbursements 
from the period January 1, 1930, through December 31, 
1930, was submitted to the secretary of the Association 
in January, 1931: 





CASH RECEIPTS 





Display advertising 
Illustrations 
Member subscriptions 
Non-member subscriptions 
Advertising dividend 


$ 8,780.17 





Total Cash Receipts $13,757.51 


CASH DISBURSEMENTS 


Journal expense $14,023.37 
Discounts allowed: 
Advertising 


Subscriptions 





$1,205.01 
22.25 1,227.26 





Total Cash Disbursements 
Cash deficit for the period 


$15,250.63 
1,493.12 








It is much to our regret that the publication shows a 
deficit for the period. This is the first year since 
MINNESOTA MEDICINE was established more than thir- 
teen years ago, that a deficit has been shown. This 
was due to two causes, the most important perhaps 
being the general business depression, general through- 
out the country, which had a serious effect upon our 
advertising volume. The other cause was the increased 
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cost of printing due to the fact that nearly 100 pages 
more were printed than during any previous year, and 
that a larger*number of copies were printed and dis- 
tributed than for any previous similar period. The 
editors also used a larger number of illustrations in 
the journal than for any other year, and this cost alone 
amounted to in the neighborhood of $500 more than 
for any previous year. 


_ Effective January 1 the advertising rates in the jour- 
nal were advanced ten per cent. This advance applies 
to practically all the advertising contracts now in course 
of execution and to any new business which may be 
signed during the year. We are hopeful that this small 
increase in the advertising rates will serve to enlarge 
our volume, in conjunction with a greater volume of 
new business which we hope to obtain with improved 
conditions, to make a much more favorable showing 
for 1931 than was made for the previous year. Already, 
for the first quarter of 1931, we show an increase of 
approximately 15 per cent in volume of display adver- 
tising over the corresponding period for last year. 

If the moderate improvement which has been shown 
in business conditions continues for the year, we be- 
lieve that the amount of display advertising executed 
in the journal will be more than sufficient to prevent 
a deficit for this year. It should be borne in mind, 
however, that the sale of advertising is largely contin- 
gent upon a maintenance of the improvement in busi- 
ness conditions. The experience of MINNESOTA MEDI- 
CINE during 1930 is not unlike that of practically every 
other publication of a similar character in the whole 
country last year. As a matter of fact, daily newspapers 
and large magazines similar to the Saturday Evening 
Post and the Ladies’ Home Journal and others of that 
type, showed an enormous loss in lineage. It is a con- 
dition over which we, of course, have no control, but 
you may rest assured that we are putting forth every 
possible effort to maintain and increase our volume for 
this year. 

Respectfully submitted, 
J. M. Armstronc, Secretary. 


Dr. Maney: The Reference Committee moves the 
adoption of this report. 

Upon motion regularly made and seconded the re- 
port was adopted. 

PRESIDENT Socce: The report of the Radio Com- 
mittee. 


REPORT OF THE RADIO COMMITTEE 


One hundred and sixty-four radio programs were 
broadcast under the direction of the Radio Committee 
from April 3, 1928, to May 1, 1931. With the excep- 
tion of two programs from Station KSTP, all have 
been sent from Station WCCO. A complete list of 
the programs up to June 1, 1930 (117), may be found 
in Mrnnesota Mepicrne, Proceedings of Sixty-second 
Annual Meeting, xiii, 750:751, October 1930. From 
June 1, 1930, to May 1, 1931, forty-seven additional 
programs have been broadcast: 

Subjects: (1) Cardiac Neurosis; (2) Minnesota De- 
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partment of Health; (3) Pyelitis in Young Girls; (4) 
Pituitary Gland; (5) Vacation Time; (6) Growth in 
Childhood; (7) Cause of Hernia; (8) Facial Neural- 
gia; (9) Common Foot: Disorders; (10) Poison Ivy; 
(11) Knock Knees and Bow Legs; (12) Cause of 
Fever; (13) Cancer of the Stomach; (14) Bowel Ob- 
struction; (15) Trench Mouth; (16) Cause of Flatu- 
lence; (17) Acne; (18) Finish the Job; (19) Cancer of 
the Rectum; (20) Father of Medicine; (21) Food 
Fads; (22) Finger Infections; (23) Poliomyelitis; (24) 
Treatment of Cataract; (25) Carcinoma of the Lip and 
Mouth; (26) Psoriasis; (27) Gallstones; (28) Mental 
Hygiene; (29) Christmas Seal; (30) Cancer of the 
Skin; (31) Carbon Monoxide Poisoning; (32) Peanut 
Bronchitis; (33) Cause of the Common Cold; (34) 
Cancer of the Breast; (35) Humidity in the Home; 
(36) Control of Diphtheria; (37) Treatment of Con- 
stipation; (38) Cancer of the Uterus; (39) The Rheu- 
matic Child; (40) Treatment of Insomnia; (41) Cause 
of Meningitis; (42) Cancer of the Bladder; (43) 
Health Education; (Third Anniversary) (44) High 
Blood Pressure; (45) Health in the Home; (46) Nerv- 
ous Exhaustion; (47) Cancer of the Kidney. 

All have been sent from Station WCCO, Wednesday 
mornings at 11:15 a. m. The change from the earlier 
time (10:15 a. m.) was made during the winter months 
because of conflicting stock market reports. Station 
WCCO still continues to voluntarily ask our aid in 
censorship and has been most cooperative in this and 
other regards. Good publicity has been received dur- 
ing the past year from the papers and the station. In 
addition, special notices of the programs are being 
sent to various journals and publications which reach 
the medical nursing professions. 

Abstracts appear every month under the title “Health 
from the Air,” in Everybody’s Health. The audience 
is apparently growing, and mail is still received from 
Minnesota, North and South Dakota, Iowa, Wisconsin, 
and Northern Michigan. Mail from interested listen- 
ers is becoming heavier as time goes on. In addition, 
the Committee has learned, directly and indirectly 
(from personal contacts), of the large number of people 
who are regular listeners and are pleased with the 
service. The attitude from the beginning has been to 
offer a message which was not too complicated for the 
ordinary layman to understand, and which contained 
something of practical interest for him. Interest in 
health grows with understanding. The air is polluted 
more than ever with quackery. The attitude of Sta- 
tion WCCO in this respect is commendable. In addi- 
tion to furnishing us with the time and facilities for 
the program without charge, they have voluntarily ex- 
cluded from their programs, anything which was not in 
accord with the type of service the medical association 
was attempting to render through health education. 
There is much work to be done along these lines with 
the other stations not only in Minnesota but through 
the country (chain broadcasts). The value of health 
education through sustained effort and constant repeti- 
tion of certain ideas (although only a very small num- 
ber of talks have been repeated) is very evident. We 
are now entering our fourth year of broadcasting (3rd 
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Anniversary, April 3, 1931) and believe that the future 
has even greater possibilities in store. The Committee 
urges that the programs be continued, and expresses 
its appreciation for the many favorable comments re- 
ceived on the service rendered. 

We are making a survey of the broadcasting stations 
in Minnesota as to the type of advertising that is going 
over the air—whether it is ethical or not, etc. We re- 
gret that our data is not complete for this report. 

L. R. CrrrcHFieLp, Chairman. 

Dr. Maniey: The Reference Committee believes 
that the work of this committee and that of Dr. O’Brien 
is of the utmost value. It particularly commends the 
committee for attempting the survey of stations broad- 
casting in Minnesota as to the type of medical advertis- 
ing on the air—whether it is ethical or not. 
the adoption of this report. 

The motion to accept the report was seconded and 
carried. 

PRESIDENT SOGGE: 
Committee. 


REPORT OF THE HISTORICAL’ COMMITTEE 


We move 


The report of the Historical 


At the banquet of the state meeting of the Minnesota 
State Medical Association in June, 1927, Dr. C. H. 
Mayo called attention to the advisability of preparing 
a medical history while we have the older members 
still with us. The report of the Council meeting of 
October 12, 1927, contains a motion by Dr. Wattam 
that a historical committee be appointed by Dr. Wright 
to gather data concerning the history of the Minnesota 
State Medical Association. A committee of seven was 
subsequently appointed and has since been at work 
gathering material for a history and preparing it for 
publication. 

Two formal reports have since been made to the 
Council and House of Delegates and one to the society, 
outlining the headings under which we have planned 
to write the history. In 1929, we stated at some length 
our troubles in securing necessary facts, in arranging 
them in readable form and the long labor of corrobo- 
rating data from sources often untrustworthy. 

Material for our history has come in slowly. Though 
a number of the chapters are now practically ready for 
printing, there are others on which we have made no 
progress whatever and it now seems to us that we shall 
be obliged to find someone else to write certain chap- 
ters. Under these circumstances, parts of our history 
will be much delayed. 

Under similar conditions, some of the states have 
brought out their history in volumes appearing at such 
times as the accumulation of material has permitted. 
Your committee recommends similar action in respect to 
the Minnesota history and we believe we now have on 
hand material sufficient for Volume No. 1. Of course, 
the contents should be such that each chapter will bear 
some natural relation, as chronological, to other chap- 
ters, though we will also have to be governed some- 
what by the actual material available. 

We believe we could have ready for the first volume 
something concerning the real pioneers, such as cer- 
tain medical men who were associated with the early 
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fur companies; Dr. Williamson, the medical mission- 
ary; Major Purcell, who came here as the medical 
officer to the troops to build Fort Snelling, and John 
Marsh, who was his pupil. The history of the Minne- 
sota State Medical Association and of the Ramsey and 
of the Hennepin County Medical Societies is already 
typed. We also have a manuscript of a few pages, pre- 
pared by a Dr. Fairchild, who was here in very early 
days and who wrote a most interesting article concern- 
ing pioneer conditions. Dr. Clark, of the Soldiers 
Home, had an article years ago on the physicians of 
the St. Croix Valley and we believe we could get ready 
something concerning the Winona group which was a 
very distinguished lot of men and perhaps the Red 
Wing men and the Duluth group and something con- 
cerning the early physicians of the Minnesota River 
Valley. 

This would give a group of articles, all dealing with 
very early times, and would be sufficient to make one 
‘volume of about the size that we agreed upon as satis- 
factory when we adopted in a tentative way such a 
volume as the Michigan State Society has put out, a 
copy of which is on exhibition. Though we have en- 
tered on no formal arrangement with anyone, we have 
had the advice of Mr. Bruce, publisher of MINNESOTA 
MEDICINE, and we expect to prepare a volume about 
seven by ten inches and containing about nine hundred 
pages. The history of the Michigan State Medical 
Society seems to us very desirable in size, form and 
general appearance. 

Michigan has 3,476 members in its State Society and 
they published 1,100 copies of a two volume history 
or 2,200 books. Minnesota has 2,227 members in its 
State Association and Mr. Bruce suggested that we 
publish 1,000 copies, bind 500 copies and use the re- 
mainder when needed. If we prepare one volume of 
900 pages, it would-cost about $2,900 to $3,200 with 
index and plates. If we prepare two volumes, and we 
think this will be necessary, of about 900 pages each, 
it will cost us something like $5,0C0 to $6,000 for the 
two volumes. This would include the index and a rea- 
sonable number of plates. 

The eventual cost to the State Association is a mat- 
ter of much importance. Illinois, with a State Society 
membership of 7,361, at $5.00 per volume, sold 500 
copies of the first volume, or a percentage of practic- 
ally seven. Michigan, with a membership of 3,476, at 
$5.00 per volume, also sold 500 copies, or a percentage 
of fourteen. Nebraska, with an Association member- 
ship of 1,207, at $15.00 per copy, sold to 25 per cent of 
the members. North Dakota with a State Association 
membership of 391, at $3.50 per volume, sold copies to 
55 per cent of its metnbers. These figures show a very 
wide range in the percentage of copies sold to members 
in the different states. 

We advise that our history be published in two vol- 
umes of 1000 copies each, each volume containing 900 
pages, and that Volume No. 1 be put into type as soon 
as is reasonably possible. We also advise that 500 
copies of Volume No. 1 be bound as soon as printed 
and be sold at $5.00 per copy or volume. We further 
advise that there be a preliminary canvass of the entire 
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Association membership so that we may have some 
idea in advance of publication of the number of books 
needed. Naturally, the result of this canvass may make 
some change in our plans. 

Up to date, practically all work on the history, in- 
cluding even the typing has been done gratuitously by 
individual members of the Association, but we feel that 
in the course of the ensuing year, the time will arrive 
when certain expenses must be borne by the Associa- 
tion. Someone should conduct a preliminary canvass 
of the medical men of the state. Secretarial assistance 
will be necessary in the proof-reading and the prepara- 
tion of the index besides certain typing which should 
not be left to the Committee’s personal secretaries. We 
have not meant to imply that there has been any short- 
age in money supplied us in the past. On the contrary, 
we have at all times been alloted a much larger sum 
than we have ever used. It has merely been a case 
that in the many more or less minor situations that 
have arisen, it was not convenient to ask for outside 
assistance. 

We have no definite idea as to just what these spe- 
cial situations will call for, but we estimate an index 
at something like $175.00 and the bill for rewriting copy 
preliminary to publication will be at least $250.00. As 
far as we can judge, $750.00 is a fair sum to add for 
these special situations and this is in addition to the 
cost of final publication as referred to previously. 

If the Association authorizes the publication of Vol- 
ume 1 at this time, we will make an attempt to have 
it ready for the 1932 meeting, but previous experience 
has made us cautious in giving definite promises. 

ArtHur S. Hamitton, Chairman. 

Dr. MANtEY: The Reference Committee realizes the 
value of this important work and recommends that the 
question of the time of publication, expenditure of 
money, and so forth, be referred the Council for ac- 
tion. , 

Dr. A. S. Hamitton (Minneapolis): Mr. Chairman 
and Members of the House of Delegates: We have 
already presented a formal report on this subject and 
explained our views as well as we could. Anyone 
who has looked over the report will observe a very 
great difference in the sale of the copies. In North 


‘Dakota they sold 55 per cent of the members of the 


society, and in Illinois about 7 per cent. There should 
be a careful investigation over the state to see how 
many are willing to purchase a publication of this sort. 
If anyone has any questions about the matter, I would 
be glad to answer them if I can. 

Dr. Rossrns: I move that the report be adopted. 

The motion was regularly seconded, put to a vote 
and carried. 

PresIpENT SoccE: Next is the report of the Necrolo- 
gist. 


NECROLOGIST’S REPORT 
May, 1930, May, 1931 


MEMBERS OF MINNESOTA STATE MEDICAL ASSOCIATION 


Anprew E. ANDERSON, Minneapolis. Born 1859. Colo- 
rado University. Died, Dec. 11, 1930. Aged 71. 
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Cuar_es Riccs BALL, St. Paul. Born 1867. University 
of Minnesota, 1894. Died, Dec. 19, 1930. Aged 63. 
BERNHARD STANTON BoHLING, Sandstone, Minn. Born 
1887. Northwestern University, 1912. Died, Dec. 20, 

1930. Aged 43. 

Dwicut F. Brooks, St. Paul. Born 1849. Long Island 
College Hospital, 1876. Died, January 21, 1930. 
Aged 81. 

THEopoRE Bratrup, Warren. Born 1873. University of 
Minnesota, 1898. Died, Dec. 6, 1930. Aged 57. 

ALFRED Erwin Comstock, St. Paul. Born 1872. Hahne- 
mann Medical College of Chicago, 1899. Died, July 
24, 1930. Aged 58. 

CHARLES FrepeRICK DiseNn, Minneapolis. Born 1861. 
Rush Medical College, Chicago, 1886. Died, August 6, 
1930. Aged, 69. 

Freperrc A. DunsMoor, Minneapolis. Born 1853. Belle- 
vue University. Died, Dec. 16, 1930. Aged 77. 

BRAINERD PEASE FLINN, Redwood Falls. Born 1892. 
Rush Medical College, Chicago, 1918. Died, March 
3, 1931. Aged 39. 

LuTHER LEWELLYN GipBon, Lowry. Born 1876. Uni- 
versity of Minnesota, 1897. Died, May 24, 1930. 
Aged 54. 

ALFRED BENJAMIN Hart, Jr., Owatonna. Born 1902. 
St. Louis University School of Medicine, 1925. Died, 
Jan. 4, 1931. Aged 29. 

Wa ter B. Hotmes, Ada. Born 1866. University of 
Minnesota, 1894. Died, Oct. 27, 1930. Aged 64. 

Aucust ELor JoHNSON, Minneapolis. Born 1869. Ham- 
line University, Minneapolis, 1906. Died, Oct. 19, 
1930. Aged 61. 

Wittram A. Jones, Minneapolis. Born 1859. Univer- 
sity of the City of New York, 1881. Died, Jan. 15, 
1931. Aged 71. 

Joun A. Lync, Minneapolis. Born 1864. University of 
Minnesota, 1890. Died, Sept. 27, 1930. Aged 66. 

O. S. Nesetu, Kenyon. Born 1886. University of IIli- 
nois, 1917. Died, April 23, 1931. Aged 45. 

J. P. O’Connor, St. Paul. Born 1869. Minneapolis Phy- 
sician’s and Surgeon’s College, 1900. Died, March 2, 
1931. Aged 62. 

Witt1aAM Puetprs Ropertson, Litchfield. Born 1887. 
Detroit College of Medicine and Surgery, 1912. Died, 
Oct. 21, 1930. Aged 43. 

ANDREW SODERLIND, Minneapolis. Born 1862. Univer- 
sity of Minnesota College of Medicine and Surgery, 
1890. Died, March 22, 1931. Aged 69. 

A. A. Stemsrup, Dawson. Born 1872. University of 
Minnesota, 1901. Died, April 27, 1931. Aged 59. 
Frep A. Swartwoop, Waseca. Born 1860. Medical 
College, Ann Arbor, Michigan, 1886. Died, Nov. 12, 

1930. Aged 70. 


PHYSICIANS NOT MEMBERS OF STATE ASSOCIATION 
AT THE TIME OF DEATH 


Wiitram A. CHAMBERLIN, Waseca. Born 1856. Rush 
Medical College, Chicago, 1882. Died, Sept. 27, 1930. 
Aged 74. 

ALEXANDER AUGUSTUS CIRKLER, Minneapolis. Born 
1865. University of Berlin, 1893. Died, Dec. 30, 1930. 
Aged 65. 
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JoHn CHartes Drexier, Brandon, Minn. Born 1851. 
Died, Jan. 22, 1931. Aged 79. 

WituiamM Henry HALLoweELL, Minneapolis. Born 1853. 
University of Pennsylvania School of Medicine, 1880. 
Died, Dec. 14, 1930. Aged 77. 

Ovar E. Krocstap, Minneapolis. Born 1862. Univer- 
sity of Vermont College of Medicine, Burlington, 
1893. Died, May 14, 1930. Aged 68. 

GrorcE ALLEN Love, Preston. Born 1851. Bennett Col- 
lege of Eclectic Medicine and Surgery, Chicago, 1874. 
Died, Dec. 4, 1930. Aged 79. 

Cuartes M. Lone, Osakis. Born 1849. Rush Medical 
College, Chicago, 1878. Died, Aug. 3, 1930. Aged 81. 

Jacop WricHTt MAGELSSEN, Rushford. Born 1844. Rush 
Medical College, Chicago, 1866. Died, Jan. 9, 1931. 
Aged 87. 

Hertz NATHANIEL MELECK, Minneapolis. Born 1880. 
Medical Department, Hamline University, 1903. Died, 
March 27, 1931. Aged 51. 

S. P. MereprrH, Mankato. Born 1852. Hahnemann 
Medical College and Hospital, Chicago, 1882. Died, 
Sept. 30, 1930. Aged 78. 

WALTER ARTHUR MOoNNICH, Minneapolis. Born 1884. 
Baltimore Medical College, 1910. Died, Aug. 28, 1930. 
Aged 46. 

Lours Leypotpt Moencu, Waterville. Born 1876. Eclec- 
tic Medical Institute, 1903. Died, June 2, 1930. 
Aged 54. 

CuHaArLEs I. REMINGTON, Walnut Grove. Born 1860. 
College of Physicians and Surgeons, Keokuk, Iowa, 
1879. Died, July 3, 1930. Aged 70. 

JoHN FrepericK Russ, Blue Earth. Born 1866. Univer- 
sity of Iowa, 1893. Died, Aug. 13, 1930. Aged 64. 
M. L. Srirrier, St. Paul. Born 1887. University of 

Colorado, 1913. Died, Sept. 7, 1930. Aged 43. 
Louis Leonarp TEN Broeck, Minneapolis. Born 1876. 

Rush Medical College, Chicago, 1907. Aged 54. 
Frank L. Witcox, Walker, Minn. Born 1877. Rush 

Medical College, Chicago, 1900. Died, Aug. 29, 1930. 

Aged 53. 

Utysses G. WituiaMs, Minneapolis. Born 1865. Uni- 
versity of Minnesota, College of Medicine and Sur- 
gery, 1889. Died, Jan. 13, 1931. Aged 66. 

OrsTEN K. Wrnserc, Lake Park. Born 1864. Univer- 
sity of Minnesota, College of Medicine and Surgery, 
1892. Died, Dec. 27, 1930. Aged 66. 

CHRISTOPHER J. Wootway, Duluth, Minn. Born 1854. 
McGill University Faculty of Medicine, Montreal, 
1875. Died, Oct. 28, 1930. Aged 76. 

Dr. Orca S. HANsEN (Minneapolis): It seems but 
right and fitting that in the midst of this manifesta- 
tion of the things that are of immediate interest to 
us we stop for a few moments to pay tribute to the 
members who have died during the past year. The 
names of twenty-one members have come to the at- 
tention of the committee. You know the names and 
you will recognize those of personal friends and others 
who have done very much for the cause of medicine 
in this state. “For them life’s duration was measured 
by deeds done, and not by years lived. Nothing is here 
for tears, nothing to wail or knock the breast; no 
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weakness, no contempt, dispraise or blame, nothing but 
well and fair and what may quiet us in a death so 
noble.”—( Milton.) 

PresinENT Socce: As a mark of respect for those 
who have passed on, let us stand a moment in silence. 

The audience rose and stood in silence. 

The Report of the Committee on Hospitals and 
Medical Education. 


REPORT OF THE COMMITTEE ON HOSPITALS 
AND MEDICAL EDUCATION 


The new committee chairman is presenting herewith 
his first report of the Committee on Hospitals and 
Medical Education. The wholehearted codperation of 
Mr. Richard Price of the Extension Division of the 
University of Minnesota has made possible the follow- 
ing list of lectures during the past year. In addition, 
there is appended a report from Dr. W. A. O’Brien 
which itemizes the work of the Consultation Bureau. 

In the near future a new booklet containing titles 
and a short abstract of each lecture will be sent to the 
secretaries and correspondents of every county so- 
ciety. 

We hope to enlarge the scope of this committee dur- 
ing the coming year. We solicit the constructive criti- 
cism of every member of the state society, hoping that 
this will make it possible for us .to improve our lec- 
tures so that they will become more popular. 

REPORT OF EXTENSION COURSES 
June 1, 1930, to May 31, 1931 

Below is a summary of the medical short courses 
conducted by the General Extension Division since 
May, 1930: 

HAWLEY 

July 12—Dr. Owen H. Wangensteen—The Diagnosis 

and Treatment of Acute Intestinal Obstruction. 
Cost—$33.00 
FERGUS FALLS 

Oct. 1—Dr. G. B. Eusterman, Rochester—Gastro-Intes- 
tinal Disease. 

Oct. 15—Dr. Moses Barron, Minneapolis—Hyperten- 
sion. 

Nov. 12—Dr. G. B. Doyle, Rochester—Neurological 

Diagnostic Methods. 

Nov. 19—Dr. H. G. Irvine, Minneapolis—Skin and 

Syphilis. 

Nov. 26—Dr. Wallace Cole, St. Paul—Orthopedic Sur- 
gery. 
Dec. 3—Dr. J. M. Hayes, Minneapolis—Treatment of 

Varicose Veins and Ulcers. 

Cost—$75.00. Average attendance—18. 
HIBBING 
Sept. 4—Dr. Emil Geist, Minneapolis—Personal Experi- 
ences with the Bohler Treatment of Fractures. 
Sept. 18—Dr. F. W. Spicer, Duluth—Heart Diseases. 
Sept. 25—Dr. W. A. Coventry, Duluth—Abnormal 

Menstruation, Especially Painful Menstruation, and 

Abortion. 

Oct. 2—Dr. W. F. Braasch, Rochester—Hematuria. 
Oct. 16—Dr. E. L. Tuohy, Duluth—Non-Tuberculous 

Chronic Lung Conditions. 

Oct. 23—Dr. A. S. Hamilton, Minneapolis—Examina- 
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tion of Cases for Testifying in Court, Especially 
Compensation Cases. 
Oct. 30—Dr. S. H. Boyer, Duluth—Status of State 
Medicine. 
Nov. 6—Dr. Leo Rigler, Minneapolis—Diagnosis of 
Bone Diseases (Not Tumors), Especially Adolescent. 
Cost—$185.00. Average attendance—25. 


LITTLE FALLS 
Oct. 1—Dr. W. E. Patterson, Minneapolis—Diseases of 
the Nose, Throat and Accessory Sinuses. 
Oct. 8—Dr. Moses Barron, Minneapolis—Diabetes. 
Oct. 15—Dr. E. M. Hammes, St. Paul—Problems in 
Diagnosis between Functional and Organic Nervous 
Diseases. 
Oct. 29—Dr. E. S. Platou, Minneapolis—Contagious 
Disease Symposium. 
Nov. 5—Dr. H. E. Michelson, Minneapolis—Derma- 
tological Clinic (Lantern). 
Nov. 12—Dr. Gilbert J. Thomas, Minneapolis—Prostatic 
Disease. 
Nov. 19—Dr. C. W. Waldron, Minneapolis—Oral Sur- 
gery. 
Dec. 3—Dr. H. M. N. Wynne, Minneapolis—Gynecol- 
ogy. 
Cost—$120.00. 
MARSHALL 
Sept. 30—Dr. Rood Taylor, Minneapolis—Disease and 
Disturbance of Digestion in Infancy and Childhood. 
Oct. 14—Dr. P. W. Giessler, Minneapolis—General 
Orthopedics. 
Oct. 28.—Dr. J. S. Lundy, Rochester—Local, Spinal, 
and Sacral Anesthesia, etc. 
Nov. 4—Dr. W. H. Goeckerman, Rochester—The Rela- 
tionship of Dermatosis to General Medical Problems. 
Nov. 18—Dr. H. C. Habein, Rochester—General Med- 
icine. 
Cost—$115.00. Average attendance—30. 
OLIVIA 
Sept. 8—Dr. H. B. Zimmerman, St. Paul—Acute Ab- 
domen. 
Sept. 22—Dr. L. A. Brunsting, Rochester—Itching Skin. 
Sept. 29—Dr. E. M. Hammes, St. Paul—Problems in 
Psychiatry. 
Oct. 6—Dr. H. M. N. Wynne, Minneapolis—Gynecol- 
ogy. ‘ 
Oct. 13—Dr. W. A. Plummer, Rochester—Goiter. 
Oct. 27—Dr. S. M. White, Minneapolis—Heart. 
Nov. 3—Dr. A. F. Bratrud, Minneapolis—Injection of 
Varicose Veins. 
Nov. 10—Dr. Norman M. Keith, Rochester—Dehydra- 
tion. 
Nov. 24—Dr. W. W. Lewis, St. Paul—Middle Ear. 
Dec. 1.—Dr. C. W. Waldron, Minneapolis—Oral Dis- 
eases. 
Cost—$130.00. Average attendance—19. 
WINONA 
Jan. 14—Dr. F. A. Willius, Rochester—Some Principles 
Underlying the Treatment of Heart Failure. 
Jan. 28—Dr. Norman M. Keith, Rochester—Diagnosis 
and Treatment of Nephritis. 
Feb. 11—Dr. W. A. Fansler, Minneapolis—Diseases of 
the Rectum. 
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Feb. 25—Dr. W. A. Plummer, Rochester—Diseases of 
the Thyroid. 
Mar. 11—Dr. J. F. Weir, Rochester—Jaundice. 
Mar. 25—Dr. B. F. Davis, Duluth—Traumatic Infec- 
tions. 
Apr. 8—Dr. W. H. Goeckerman, Rochester—Derma- 
tosis. 
Cost—$92.00. 
MANKATO 
Dec. 4—Dr.-Moses Barron, Minneapolis—Cardiac De- 
compensation and Treatment. 
Dec. 11—Dr. G. B. Eusterman, Rochester—Unfamiliar 
Lesions of the Stomach, with Differential Diagnosis. 
Dec. 18—Dr. Edward Cathcart, Rochester—Infections 
of the Lower Urinary Tract. 
Jan. 8—Dr. John F. Madden, St. Paul—Dermatology. 
Jan. 15—Dr. F. J. Hirschboeck, Duluth—Borderline be- 
tween Internal Medicine and Psychiatry. 
Cost—$96.00. Average attendance—15. 


DULUTH 
Colloquium Series, Winter of 1931 
Correspondent—Dr. F. J. Hirshboeck, Duluth, Minne- 
sota. 

Dec. 15—Dr. W. A. O’Brien—Pathology. 

Dec. 29—Drs. S. H. Boyer, L. Sogge, N. O. Pearce, 
E. A. Meyerding—Meeting under the Auspices of 
the State Medical Association. 

Jan. 12—Drs. J. A. Myers, Walter H. Ude, A. T. Laird 
—Meeting under the Auspices of the Minnesota Pub- 
lic Health Association. 

Jan. 26—Meeting under the Auspices of the State 
Board of Health. 

Feb. 9—Dr. Irvine McQuarrie, University Medical 
School—The Nature and Treatment of Various Con- 
vulsive Disorders of Infancy and Childhood. 

Feb. 23—Dr. T. L. Birnberg, St. Paul—My Impressions 
of Russia, Particularly from the Medical Aspect. 
Mar. 9—Dr. F. H. K. Schaaf, Minneapolis—Recent Ad- 

vances in Therapeutics. 

Mar. 23—Dr. Frank Whitemore, St. Paul—Injuries to 
the Skull, Vertebre and Peripheral Nerves. 

Cost—$80.00. 


REPORT OF THE CONSULTATION BUREAU 
January 1, 1930, to January 1, 1931 
NUMBER OF INQUIRIES RECEIVED ACCORDING 
TO MONTH 
January 
February . 
March 
April 
May 
June 
July 
August 
September 
October 
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TYPES OF INQUIRIES RECEIVED 


Case reports requesting: General Information; Diag- 
nosis; Prognosis; Treatment of Diseases; Reading of 
Dental Films, and Reading of X-ray Pictures. 

Other letters for general information requesting: In- 
formation Regarding Schools; Books; Patent Medicine; 
Blood Test to Prove Paternity; Drugs; Analysis of 
Food Products; Teeth, and Immunization. Medico- 
legal Matters; Apparatus and Appliances; Locum 
Tenens and Locations and Placement in State Institu- 
tions. 

Many of the case reports were followed by further 
inquiry. 

GiLBert J. THomas, Chairman. 


Dr. MANLEY: This committee has submitted a very 
full report, and they particularly ask for suggestions 
from the delegates and members as to how they can 
improve their work. The Reference Committee com- 
mends this report and recommends its adoption. 

Upon motion regularly made and seconded the re- 
port was accepted. 

PRESIDENT SOGGE: 
mittee. 


The report of the Heart Com- 


REPORT OF HEART COMMITTEE 


In answer to your note of February 17 requesting 
a report of the Heart Committee of which I happen 
to be acting chairman, I regret to say that after con- 
ferring with Dr. Hirschboeck, we have no report 
of any definite progress having been made. The plans 
outlined to you in the report by Dr. Hirschboeck last 
year are still in the immature stage and have as yet 
not been crystallized. We still have the idea of having, 
at some time, a series of articles on cardiac subjects 
appear regularly in the MINNESOTA MEDICINE. A num- 
ber of local societies are devoting a little time at each 
meeting for a discussion of cardiac problems and a 
few speakers on cardiac subjects have been requested 
to appear before local or groups of local societies. 

There has been no recent meeting of the Heart Com- 
mittee to my knowledge but the ideas that were dis- 
cussed and accepted at the last meeting still retain their 
value and when put into execution, will undoubtedly 
be of definite benefit. 

Respectfully yours, 
H. E. RrcHarpson, 
Acting Chairman. 


Dr. MANLEY: The Heart Committee has no definite 
report. They are working slowly. We recommend the 
adoption of this report. 

Dr. H. E. Ricwarpson (St. Paul): The only point 
I would like to emphasize is that the Heart Committee 
would welcome any cooperation from the secretaries 
of the various component societies so that we could 
work out a series of short talks—in other words the 
development of a speakers bureau. 

Upon motion regularly made and seconded the report 
was adopted. 

PrestpENT SoccE: Next is the report of the Com- 
mittee on Medico-Legal Affairs. 
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REPORT OF COMMITTEE ON MEDICO-LEGAL 
AFFAIRS 

The following is a report of the Committee on 
Medico-Legal affairs, for the current year: 

1. An investigation of the conduct of certain attor- 
neys in handling a malpractice suit, was requested by a 
member of this Association, with a view to possible 
disbarment proceedings as a result of unprofessional 
and unethical conduct. A quiet investigation of this 
has been carried on, and at this time is not fully com- 
plete, but it is the belief of this committee, at this 
time, that while the ethics of the legal profession were 
definitely violated by these attorneys, there is not suf- 
ficient foundation for disbarment proceedings. Opin- 
ions have been sought and obtained from attorneys 
in the State Bar Association, and they concur in this 
belief. The matter has not yet been disposed of, but 
in all probability this investigation will not bring the 
results desired by the member of this Association. 

2. This Committee has studied the file submitted by 
secretary’s office, in December, 1930, concerning the de- 
cision of the Supreme Court in a malpractice suit 
against certain members of this Association, which ap- 
parently nullified the Statute of Limitations. The case 
has been very thoroughly studied by the Chairman of 
this Committee, but in view of the present legislative 
situation, it has been deemed unwise to take active steps 
at this time. The file is being held for such action in 
the future as it may seem best to take. 

3. No further definite action has been possible con- 
cerning the enactment of legislation regulating expert 
testimony in criminal cases. This matter was referred 
to in our report of last year, and we feel, at this time, 
just as we did then—that it is a desirable objective. 
We realize, also, that it requires a constitutional amend- 
ment, and that the legal profession, properly should 
lead in this measure. We feel that this objective should 
be borne in mind and we shall endeavor to work to- 
ward it, to the best of our ability. 

Other than the above, no matters have come to the 
attention of this Committee. 

W. H. Hencstier, Chairman. 

Dr. MANLEY: We move that the report of this com- 
mittee be accepted. 

The motion was seconded and carried. 

Present Socce: Now the report of the Committee 
on Schools for Laboratory Technicians. 


REPORT OF THE COMMITTEE ON SCHOOLS 
FOR LABORATORY TECHNICIANS 


In our last annual report made at the Duluth meet- 
ing, we suggested several things. 

The first was that the Legislative Committee of the 
Minnesota State Medical Association take steps to 
enact laws controlling these Schools of Medical Tech- 
nology. The time is not quite ripe when this should 
be done. 

Another recommendation we made was that Dr. 
Kano Ikeda, a member of the American Society of 
Clinical Pathologists, be made a member of our Com- 
mittee. This society has formulated a standard for 
laboratory technicians and is conducting a registry of 
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technicians. They are now at work on formulating a 
standard for Schools of Medical Technology, and that 
is why we deemed it advantageous to have Dr. Ikeda 
a member of our Committee. 

Since making our last report, two members of the 
Minnesota State Medical Association, were asked to 
discontinue their association with a certain school of 
Medical Technology, by the Executive Committee of 
their County Society. They did so in a most courteous 
manner. 

Beyond this your Committee on Schools for Labora- 
tory Technicians has not done much work because we 
are waiting for the American Society of Clinical Path- 
ologists to finish their standardization for Schools of 
Medical Technology and then we will have something 
definite to talk about, and a standard to be followed, 
and the Schools of Medical Technology will ‘either 
qualify by coming up to this standard or fail to do so. 

A. G. Scuutze, Chairman. 

Dr. Mantey: The Reference Committee commends 
the action of this committee in persuading two mem- 
bers of the State Association to discontinue their affilia- 
tion with a certain school of medical technology. We 
move the adoption of the report. 

Upon motion regularly made and seconded the report 
was adopted. 

PresiwENt Socce: The report of the Committee on 
Public Health Nursing. 


REPORT OF THE COMMITTEE ON PUBLIC 
HEALTH NURSING 


There has been only one meeting of this Committee 
since the last meeting of the House of Delegates and 
no business has been transacted. This meeting was at 
the St. Paul Hotel at the time of the Secretaries Con- 
ference. Dr. George Earl, Dr. T. E. Flinn and Dr. 
C. B. Wright were present. 

The chairman has had numerous interviews with 
Miss Olivia Peterson in regard to an amendment to 
the Public Health Nursing Law providing that all 
nurses doing public health nursing work should be 
certified by a committee, the personnel of which was 
never quite settled upon. There were objections to 
this amendment on the part of sanatorium men and 
it was decided, therefore, on the part of Miss Peterson 
and her committee, not to present this amendment at 
this session of the Legislature. 

There was no other business coming before the 
committee. . 
Respectfully submitted, 

C. E. Carne, 
GrorcE Ear, 
T. E. Finn, 
C. B. Wricut, Chairman. 

Dr. Mantey: The Reference Committee moves the 
adoption of this report. 

Dr. Wricut: The only thing I have to say is that 
I have spent quite a bit of time working with the Uni- 
versity public health nursing school and I think we 
have accomplished a good deal. In other words, I 
think it is a good thing to have this committee. They 
tried to introduce a bill which would require all nurses 
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doing public health work to take a course at the Uni- 
versity before they could engage in such work. The 
idea, I think, is all right, but there was quite an ob- 
jection from some of the sanatorium men, some of 
whom train their own nurses, and we were able to kill 
the bill. The committee is doing quite a good work and 
I think it should be continued. 

Upon motion regularly made and seconded the report 
was adopted. 

PRESIDENT SoccE: The report of the Committee on 
Contract Practice. 


THE COMMITTEEE ON CONTRACT PRACTICE 


The Committee on Contract Practice, consisting of 
nine members appointed December 9, 1930, has not 
had any meeting during the year. The chairman re- 
quested the members, in a form letter, to suggest sub- 
jects which might be discussed or acted upon by this 
committee, and also requested an expression as to 
whether members wished to have a meeting. The gen- 
eral feeling was that a meeting was not necessary as 
there was nothing of importance to bring up for dis- 
cussion. 

The Committee’s report of 1929 was to the effect 
that the situation as to contract practice was satis- 
factory to all concerned, and it was the sense of that 
committee that it should confine its activities to con- 
sideration of complaints on contract practice, as 
brought to its attention during the year. There have 
been no such complaints submitted for the attention of 
this committee. 

Inasmuch as the tendency of the times seems toward 
group practice in its various modifications, this com- 
mittee has not felt it wise to attempt any new line 
of investigation. Discussions of this subject in the 
literature is free and voluminous in publications deal- 
ing with the economic side of medical practice. The 
situation seems to be in a state of flux. 

This committee, therefore, finds nothing definite upon 
which to make recommendations for action by the 
State Association. 

Very truly yours, 
ArtHur N. Coitins, Chairman. 


Dr. MANLEY: The Committee on Contract Practice 
has not had a meeting during the past year. The Ref- 
erence Committee believes that there is a very large 
field and a lot to be done in this line. We recommend 
that the title of this Committee be changed to that of 
Industrial Practice and that the committee be appointed 
by the Council instead of the President, and that a 
resolution, by the Minneapolis Surgical Society which 
will be considered in a few minutes, be handled by 
this new committee. 

Upon motion regularly made and seconded, the re- 
port was adopted. 

PRESIDENT SOGGE: 
fairs. 

Dr. Ratpu T. Knicut (Minneapolis): During the 
present spring the county medical societies have been 
asked to appoint Military Affairs Committees, and a 
number have already been appointed. This will give 
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the state committee.an opportunity to assist the local 
committees in—First—Arousing among eligible physi- 
cians interest in obtaining commission in the Medical 
Reserve. Second—Spreading information and enthus- 
iasm among commissioned physicians so that they will 
retain their commissions and will advance in grade. 
Third—Keeping the profession as a whole informed as 
to what medical men are doing in military prepared- 
ness. 

This committee will have from time to time some 
short bits of information which we would like to have 
inserted in MINNESOTA MeEpIcINE. It has been sug- 
gested by one of the members of the committee that 
there be a monthly department of a part of a column 
for Medico-Military facts, history, news and policies. 

Dr. MANLEY: I move the adoption of the report of 
the Committee on Military Affairs. 

The motion was regularly seconded and carried. 

PRESIDENT SoccE: The report of the Committee on 


State Health Relations. 


REPORT OF COMMITTEE ON STATE 
HEALTH RELATIONS 


The Committee on State Health Relations has no 
definite recommendations to make to the House of 
Delegates at this time. Matters coming up through 
the year have been taken up with Council as they 
arose. We are studying the problem of local public 
health administration, with special reference to the 
“full time county health units” which have been ad- 
vocated repeatedly. The medical profession has taken 
no stand, and no recommendation will be made by 
your committee until it has studied the matter further 
and obtained the views of the physicians in the various 
parts of the state. 

TueoporeE H. Sweerser, Chairman. 


Dr. MANLEY: I move the adoption of the report of 
this committee. 

Dr. E. S. Boteyn (Stillwater): This committee met 
only twice during the past year and considered several 
things, but there wasn’t anything in particular done. 

Upon motion regularly made and seconded, the re- 
port was adopted. 

PRESIDENT SoGGE: We will now take up the resolu- 
tion submitted by the Minneapolis Surgical Society. 


RESOLUTION 


Whereas, in the recent controversy over the reap- 
pointment of a member of the Industrial Commission 
statements were made that some members of this asso- 
ciation were unfair to the employee by attempting sur- 
gical procedures for which they were not competent 
and were unfair to the insurance companies in their 
fees; and, 

Whereas, there should be no antagonism but a feel- 
ing of kindly codperation between the various agencies 
responsible for the care of injured employees. 

BE IT RESOLVED that the State Medical Association 
appoint a committee whose purpose it will be to co- 
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operate with the Industrial Commission in ascertaining 
the facts in cases where unfairness or incompetence 
is charged to members of this association, and to act 
as a group for the arbitration of all controversies. 
James M. Hayes, Chairman. 

Dr. Maney: The Reference Committee approves of 
this resolution and moves its adoption, and recom- 
mends that the committee suggested be given charge of 
these controversies relative to insurance companies. 
We thought that instead of the name Committee on 
Contract Practice, it should be changed to the Com- 
mittee on Industrial Practice. A lot of men objected 
to the old name, and it really is a narrow definition, 
and the whole thing comes under industrial work, and 
if that committee is appointed, if our recommendation 
is accepted, we thought that things of this sort coming 
up would be handled by that committee. 


Dr. J. M. Hayes (Minneapolis): The only object 
of this was to do away with some of the enmity of 
the insurance companies. Some of the things brought 
out in the Duxbury case were where doctors had ren- 
dered unfair fees and such things as that. We thought 
this might at least give the insurance companies the 
idea that the State Medical Association did not approve 
of that but rather wished to codperate with the insur- 
ance companies in the matter of caring for the em- 
ployees rather than being antagonistic to them. We 
thought especially that this committee already was 
composed entirely of so-called industrial surgeons, and 
we believed that if the committee could be composed 
of mixed surgeons rather than entirely industrial sur- 


geons, better results might be accomplished. 

Dr. ApaMs: In what manner does the committee act 
as an arbitration board? 

Dr. MANLEY: The insurance company claims you are 
charging too much for your work. The committee 
takes it up and adjusts it. 


Dr. Boyer: The purpose of that committee is to 
iron out certain difficulties; in other words, this com- 
mittee gives us a chance to secure fair fees for the 
man who does work for the Industrial Commission, 
and gives us a chance to clean house ourselves instead 
of having the Industrial Commission do it. To present 
a glaring situation: Some man got a piece of iron 
in his side. The doctor was unable to extract it, but 
continued seeing the man every day or so until he had 
run up a bill of some $500.00, which the insurance com- 
pany was obliged to pay. When his services were ter- 
minated the man was taken to a competent physician 
who extracted the piece of iron and in a few days 
the man was well. Such a matter as that would come 
under the cognizance of this committee. 

PRESIDENT SoccE: You understand the Committee 
on Contract Practice is abolished by this motion and a 
new committee on Industrial Practice is to be appointed 
by the Council. 

Upon motion regularly made, seconded and carried 
the resolution was adopted. 

PresipENT SocceE: Now we have the report of the 
Special Committee to Study the Policies of the State 
Association. 

Dr. O. E. Locxen (Crookston): It was impossible 
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to have this report written so you men could have it 
beforehand. We just presented it to the Council today. 
I might say this report has been discussed by the of- 
ficers for three hours this morning and for three and 
a half hours this afternoon by the Council. I wish 
to ask for the privilege of reading the entire report 
first and then re-reading the summary and having 
the House of Delegates act upon the parts of the 
report. 


REPORT OF SPECIAL COMMITTEE 
ON POLICIES 


At the 1930 meeting of the House of Delegates of 
the State Medical Association in Duluth, the follow- 
ing resolution was passed: 

“That a committee of five be appointed by the Pres- 
ident to make a careful study of the policies of the 
State Medical Association, particularly along the lines 
of the consideration of the problems and development 
of the County Societies, of re-districting of the Asso- 
ciation, accumulation of Reserve Fund, the organiza- 
tion of permanent committees, and changes in the per- 
sonnel, on the duties of the executive officers, and to 
make such recommendations as they deem advisable 
for the best interests of the association and the com- 
ponent societies.” 

An amendment requested that this report be sub- 
mitted to the Council for their opinion. 

Dr. S. H. Boyer, President, appointed the following 
committee: O. E. Locken, Chairman, Frank Burch, 
W. A. Fansler, J. R. Manley, Waltman Walters. 

This committee has made a study of the policies of 
the State Medical Association during the period of 
expansion since 1925. The committee has attempted 
to evaluate the activities of the society and to make 
certain recommendations which, it believes, will pro- 
mote further service to the Association, the Profession, 
and the Public. 

QUESTIONNAIRE 


To assist the committee in determining the senti- 
ment of the component societies on certain questions 
of policy, a Questionnaire was sent to the Secretaries 
of all of the County societies. Replies were received 
from 25 of the 36 societies. The 11 societies not re- 
turning answers have a total membership of 223 mem- 
bers or approximately only 10 per cent of the mem- 
bership of the State Association. 

Having the majority opinion of the majority of the 
societies with 90 per cent of the total membership, we 
felt that we had at least a general basis to judge the 
sentiments of the members of the Medical profession 
of Minnesota. We find that in general there is a 
definite satisfaction with the present system of organ- 
ization, its policies and its accomplishments. There 
are some criticisms and some suggestions for improve- 
ment. These will be considered in the report which 
we, as a committee, have been asked to present. 

REPORT 
I. County Societies 


The State Medical Association is made up of thirty- 
six component societies and has a total membership of 
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2,100 in 1930. Eliminating the four large societies of 
Hennepin, Ramsey, St. Louis and Olmsted, there are 
fifteen societies consisting of only one County. These 
have an average membership of 15. They are listed as 
follows: Blue Earth, 31; Dodge, 6; Freeborn, 17; 
Goodhue, 13; McLeod, 12; Meeker, 8; Mower, 22; 
Rice, 32; Steele, 9; Wabasha, 12; Waseca, 9; Wash- 
ington, 13; Watonwan, 7; Winona, 24; Wright 14. The 
remaining societies consisting of more than one county 
are seventeen in number and have an average member- 
ship of 30. 

It is the opinion of this committee that a Medical 
Society consisting of six or eight members must find 
it very difficult to maintain a constant high standard 
of scientific programs. We believe that it is a good 
policy for the average society to invite one or more 
guest speakers for some of its programs, but we can- 
didly question if it is not an imposition to invite a guest 
speaker to travel a long distance to address a dozen men. 
We strongly recommend that an attempt be made by 
the smaller individual county societies to combine with 
one or more adjoining societies with the view of 
bringing their membership up to the average of 30 
which the combined county societies have. 

The individual county societies are in the Southern 
part of the State where the counties are small. With 
the automobile and the excellent highways there is no 
hardship to travel 25 to 50 miles to a meeting in the 
afternoon or evening. This step of combining societies 
along the lines suggested should be worked out by. the 
societies themselves. We urge that the councilors in 
the districts affected should take the leadership in this 
redistricting of their societies. 


II. Southern and Northern Minnesota Medical 
; Societies 

With greater emphasis placed on the local society, 
with the widening activities of the State Association, 
with the development of local hospital staff meetings, 
the average physician is beginning to feel that the de- 
mand on him to attend medical meetings is becoming 
too heavy. As_.a result there has come from different 
sources the suggestion that both the Southern and 
Northern Medical Societies be eliminated. Seven of 
the 25 societies who replied to the questionnaire ex- 
pressed the desire that these two societies be elimin- 
ated. It is apparent that the majority feel that they be 
continued. It is our opinion and we so advise that the 
Northern Medical Association modify its plan to a 
one day session similar to that of the Southern Asso- 
ciation. County Medical Societies could reduce the 
number of their meetings by one. The Southern or 
Northern Minnesota Society meetings could then be 
considered as one of the meetings in the series of each 
county society. This will overcome the objection of an 
additional meeting and will not detract from the State 
Association. 


III. Administrative Organization of the State 
Association 
The present plan of administration of the State 


Association is patterned after the earlier forms of 
representative democratic government. There seems 
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to be no disposition to change to a direct election of 
officers such as we have now in civil life. The dele- 
gates selected by the component societies choose the 
council and the executive officers. Men are elected to 
office largely on their record of service to the Asso- 
ciation. They have served an apprenticeship in com- 
mittee work, in the House of Delegates, or in the 
Council: until they are thoroughly familiar with the 
Society’s problems. 

The average doctor living an individualistic life has 
little opportunity to develop administrative ability. The 
increasing complexity of demands on the medical or- 
ganization requires that it select its officers not only 
from men with scientific attainments, but from men 
who have served along the line of society activities 
until they are prepared for the higher positions. This 
idea is presented because from time to time criticism 
is heard presenting the feeling of dissatisfaction that 
the same old group is running the affairs of the organ- 
ization year after year to the exclusion of other equally 
able men. 

As rapidly as men show an interest in society prob- 
lems and a willingness to give of their time, energy 
and money to serve the medical association, the State 
Association, in our belief, has always been and is ready 
to invite them to make those sacrifices. For these 
reasons the committee believes that the present policies 
are effective, satisfactory and essential. 


IV. The Enlarged Program of Activities, Scientific, 
Educational and Legislative 


1. Everyone seems to be satisfied with the constant 
improvement in the standard of scientific programs 
given at the Annual Meeting of the Association. This 
committee has no suggestions to make in reference to 
the scientific features of our State programs. How- 
ever, the policy of permitting local committees of the 
host city to control arrangements other than the hous- 
ing and entertainment is fundamentally wrong and is 
the cause of irritation and confusion. Space and 
arrangements for commercial and scientific exhibits 
should all be handled through the State central office. 
The income from exhibit space should go to the State 
Association. Expenses by the host city should corre- 
spondingly be assumed by the State Association from 
the revenues obtained. All details of program, selec- 
tion of presiding officers at sectional meetings, speak- 
ers at banquets and every other detail of the arrange- 
ments for the meeting should be in the hands of the 
state rather than a local committee. We suggest that 
action be taken to establish this as a policy for the 
future. 

2. The Public Health, State Medicine Relations and 
Economic Educational programs have been developed 
primarily for the purpose of creating public opinion 
favorable to scientific medicine as well as educating 
the public to the needs and benefits of higher standards 
of individual and community health. The results of 
such a program are of necessity intangible for it will 
always be impossible to strike a balance sheet on the 
benefits of a particular educational policy. 

A variety of activities has been fostered to create 
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a greater interest in Public Health education by the 
active committees in charge. Next to the Legislative 
Committee these various committees together have 
spent the largest sum of money in the budget of the 
Association. The use of Public Health Journals, 
Hygeia, Everybody’s Health, Radio Talks, medical 
speakers for various groups such as Parent-Teachers 
and Educational Associations, weekly newspaper health 
stories mailed to rural newspapers and group meetings 
with the physicians themselves to encourage local med- 
ical leadership, have occupied most of the energies of 
these Committees. 

These general efforts are of great indirect value. 
They represent a pioneer work of focusing the atten- 
tion of the profession and the public on the importance 
of a properly conducted public health program. In 
addition to these activities it is our opinion that the 
State Association should particularly emphasize and 
center its efforts of public health education in the 
future on the following objectives: 

a. Medical leadership should be encouraged in the 
County Public Health Associations which are the units 
of the Minnesota Public Health Association. To in- 
sure that medical leadership in County Health Asso- 
ciations will be provided for, we recommend that each 
component County Society appoint annually a special 
committee of its members whose responsibility it shall 
be to join and participate in the activities of each 
county Public Health Association and to keep the 
County Society informed of their Public Health Activi- 
ties. A similar committee should be appointed for each 
county to make contact with the Red Cross organiza- 
tion. The importance of this is self evident unless we 
are willing to submit to the errors consequent to the 
inevitable lay leadership of local public health activi- 
ties, free clinics and cultist influence. 

b. Constant contact with the Public Health Nurses 
organization should be continued to avoid the difficul- 
ties of a few years ago when Public Health nurses had 
less of an understanding of the viewpoints of the 
Medical Profession in regard to Public Health. 

c. Codperation should be developed with the special 
committee which was appointed by the Minnesota Edi- 
torial Association for the purpose of creating a better 
understanding of the viewpoints of the Medical pro- 
fession in regard to the subject of advertising. There 
is no disposition on the part of physicians to change 
their long standing ethics on this subject. There 
should, however, be a disposition to foster a friendly 
feeling with the newspaper profession for the mutual 
benefit of the public, the publishers and the doctors. 
Control of quack advertising, the presentation of 
scientific facts to the public in place of the customary 
news stories of unsupported, unestablished scientific 
discoveries can only come when the doctor and the 
publisher have established a different relationship than 
exists today. Conferences for the purpose of creating 
a better understanding of this problem can do no harm 
and may bring new viewpoints of value. It is recom- 
mended that county societies be required to appoint a 
special committee to serve in each county for the pur- 
pose of making contact with the newspapers. Such a 
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committee could also add to its field the troublesome 
problem of regulating medical speakers before lay 
audiences. Such regulation is for the purpose of avoid- 
ing irritation in the profession itself, reducing to a 
minimum undesirable professional publicity and to 
safeguard the public in the type of information given 
them. 

d. University Relations. Most of the physicians 
practicing in Minnesota are graduates of our own 
University. Most of the future practitioners will be 
graduates of that institution. It is natural, therefore, 
that the State Medical Association has a hearty interest 
in the education and training of Medical students. 
There is definite evidence that whenever and wherever 
medical men convene and discuss the subject, that the 
University Medical School and Hospital have not even 
half-hearted support of the profession. Underlying 
this is the considerable difference of opinion on such 
questions as pay patients or free patients in dispensary 
and the University Hospital; a teaching staff com- 
prised of scientists who have never engaged in the 
private practice of medicine; a students health service 
providing complete medical and surgical facilities to 
rich and poor alike, with an increasing emphasis on the 
treatment of disease rather than only its prevention, 
and increasing tendency to produce laboratory trained 
physicians at the expense of such additional factors 
in the practice of medicine that lead to the field of 
ethics, philosophy, psychology, economics, community 
contacts, and medical association problems, all of 
which occupy so much of the average physicians life 
and success. 

We strongly recommend the continuation of a Public 
Policy Committee known as the University Relations 
Committee, to work regularly with a similar Commit- 
tee from the Medical School and a Committee from 
the Medical Alumni Association. Such a committee 
might well aid or advise in formulating policies, re- 
garding the recommendation and admission of patients 
to the University Hospital, discuss and formulate plans 
for extra-mural teaching, University Extension courses, 
and Public Health Clinics, in which the University 
teachers take part or codperate with the local medical 
bodies, aid in securing University appropriations and 
funds for University research, for hospital develop- 
ment and for endowments. Such a committee should 
serve as a clearing house of sentiment and an aid to 
the President of the University and the Dean of the 
Medical School regarding problems of medical educa- 
tion, clinical teaching, and qualification standards. 

It is our opinion that successful contact with these 
four groups: The Minnesota Public Health Associa- 
tion, The Public Health Nurses Association, the 
Minnesota Editorial Association and the University, 
will increase the value of the general medical educa- 
tional program for the public through such agencies 
as lectures, radio talks, clinics, and news service. In 
making this suggestion we fully recognize the success- 
ful methods in which these general agencies have been 
carried out. To attack the problem of public health 
education from the basis now recommended we believe 
is fundamental and more productive of lasting results. 
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3. The activity of the State Association in medical 
legislation in the past six years has received greater em- 
phasis than any other effort of the Society. The 
achievements have been so striking as to represent an 
entirely new era in the history of our Association. 
The most important acts were the passage of the Basic 
Science Law which prevents untrained cultists to prac- 
tice the healing art in Minnesota; the revision of the 
Medical Practice Act requiring higher standards of 
training and practice; the reduction of the period in 
which malpractice suits could be started from six to 
two years; the Massage Bill placing the licensure in 
the hands of the State Board of Medical Examiners, 
thereby restricting the unlimited use of the title of 
Doctor by the masseurs; the securing of $25,000 appro- 
priation for research work at the University; the con- 
tinuation of the Venereal Disease laboratory of the 
State Board of Health; the prevention of fees for 
medical service being dictated by the Workmen’s Com- 
pensation law. Other more indirect results of value 
were accomplished by the prevention of the passage 
of such bills as anti-vaccination, anti-vivisection, cul- 
tists practicing in tax supported hospitals, the licensing 
of naturopaths to treat the sick, and the permission of 
osteopaths to increase their rights to practice allopathic 
medicine. 

A summary of such a varied program of medical 
legislation gives an understanding of the aggressive 
front which the medical profession has taken both in 
its own behalf and in the protection of the public. 

Because this program has cost considerable money 
there has been a reaction on the part of some members 
of the Association against it. Others have objected 
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This group comprised 6 per cent of the total member- 
ship of the society. 

In view of this nearly unanimous expression of 
satisfaction with the work of the legislative program 
of the State Association, this committee, in analyzing 
its results, merely wishes to confirm the general opinion 
that the legislative committee has accomplished a 
heroic work, that its members have sacrificed much 
of their time and energy, that we have the fullest con- 
fidence in the judgment of the men who have continued 
the six year fight for medical legislation. We find that 
the State Association has rewarded these men in the 
only manner at its command, by electing them to the 
honor of the highest positions in the state organiza- 
tion. 

The following principles can be accepted as the policy 
of this Association: (1) That Association expendi- 
tures for legislative purposes be predetermined by spe- 
cial budget of the council and such a special fund be 
audited as in the past by the council. That such ex- 
penditures be kept within this budget. (2) That lobby- 
ing in the interest of legislation affecting medical prac- 
tice and Public Health be maintained as far as possible 
on a basis of advancing information as to the views 
of the profession and the needs of the public. 

We believe that the policy of not asking for any 
further legislation from the 1931 legislature should, as 
far as possible, be continued through another session. 

The excellent relationship which now exists between 
the legislature and the medical profession could best 
be maintained by asking for no-further favors other 
than the maintenance of the high standard of medical 
legislation now on the statutes of Minnesota. 





Year 

Investment Fund 

Income 
1. Dues 
2. Subscriptions 

Magazine 

Miscellaneous and interest... 

Total income 


1930 
$23,737.37 
31,140.00 
27,014.00 











1929 
$22,735.76 


1927 
$11,700.00 


12,619. 18 
1,340.74 


817. 
$41, 043.92 $20,957.31 


*Less $1,001.61 interest on and added to Investment Fund. 
EXPENDITURES 


1930 
$10,670.48 


5,117.03 
5,899. 


Administrative 

Committees : 
Education and Legislation 
Public Health 
Minnesota Medicine 
Miscellaneous 


1929 
$10,674.67 


18,361.52 
4,274.90 
12,090.12 


1928 
$ 8,967.62 


2,296.39 
3,737.71 
11,833.07 


1926 
$ 6,238.72 


143.85 


2,033.77 3.00 
13,057.86 


12,679.94 





Total 
Deficit or Surplus................ .. +3, 988.17 
1925 





Special assessment soe Segietaion 
2,335.00—1926 
$9,306.09 


46,026.71 
—5,348.75 


27,155.32 38,070.28 
+13,888.70 — 


1 
$5,145.12 spent in 1925 
4,160.97 spent in 1926 


19,443.43 
+1,513.88 





to the work on the principle that the methods used to 
accomplish the results are objectionable. 

From answers to the Questionnaire, twenty-three of 
the twenty-five societies replying were satisfied. One 
was tolerant and in one society from which individual 
reports were received from 26 per cent of the member- 
ship, 25 per cent of those answering were not satisfied. 


V. Financial Reports and Dues 


The committee has reviewed the audits of the State 
Association since 1925 and presents a comparative out- 
line of the main divisions of income and expenditures 
covering each of the years from 1925 to 1930, a chart 
of which is hereby submitted. 
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The following facts are observed: 

Since the dues were raised in 1927, the annual in- 
come has doubled and has so remained approximately 
$40,000.00 from dues, magazine, and interest. The 
membership of the State Association remains the same, 
approximately 2,000 members. 

The income of the magazine remains the same, ap- 
proximately $12,000.00. 


A review of expenditures shows that expenses for 
administration have advanced from approximately 
$6,000.00 in 1926 to $10,000.00 in 1930 but that there 
has been no increase in the past two years, indicating 
the arrival now of a fixed policy. 


The expense of the legislative program has been 
variable in relation to the legislative years. The ex- 
penditures of approximately $14,000.00 and $18,000.00 
respectively in 1927 and 1929 undoubtedly represent the 
peak of funds that: will have to be expended for such 
purposes. With the fundamental laws on medical legis- 
lation now on the statutes, the State Association must 
concern itself chiefly with holding the ground that it 
has gained. A policy of defense can not require as 
great a cost as the heavy work of offense in the past 
few years. 


The expenditure of funds for Public Health educa- 
tion, State Medicine and economic study and contacts 
from $3.00 in the year 1926 has been increasing at the 
rate of about $1,000.00 a year until it became approxi- 
mately $6,000.00 in 1930. We have already in previous 
sections of this report presented recommendations for 
the immediate future policy of this activity. Follow- 


ing these suggestions further increases will probably 
not be necessary. ; 


The expenditure for our magazine, MINNESOTA 
MEDICINE, has remained essentially the same until 1930 
when it increased $2,000.00, to a total of approxi- 
mately $14,000.00. We feel that our medical journal 
has been constantly improving and that these expendi- 
tures are acceptable to everyone. 


The question of the present dues is entirely a matter 
of the general policy of the State Association directed 
towards the two flexible divisions of our activities, 
legislation and Public Health education. In replies to 
the Questionnaire on this subject only three of the-25 
societies expressed the desire that the dues be reduced, 
most of them felt that they should be maintained but 
should not be increased. This committee feels that 
annual dues of $15.00 since 1927 have been essential and 
that the income derived has been properly spent to 
carry out the wishes of the majority of the State 
Association. 

The future level at which dues shall be placed must 
depend wholly upon the activities which the society 
fosters. This can only be determined from year to 
year. It would be unwise to make any change until the 
results of the present policies can be further evaluated. 
Two years from now we will be in a better position 
to determine that question. Until then no further ac- 
tion should be taken. 

The Investment Reserve fund now totaling $23,737.37 
is the result of a gradual accumulation of savings over 
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a great many years. The money is invested in high 
class bonds. Additions to this fund in the past years 
have come only from the earnings of interest from the 
fund itself. The advisability of continuing this policy 
has been questioned by some members. It has been 
created primarily because of a general policy of all 
business and fraternal organizations to protect them- 
selves with some form of reserve fund. There has 
been no disposition on the part of the officers of the 
association to use any part of this accumulated fund 
for expenses of running the association. It has been . 
suggested that it might be used for needy physicians, 
for scientific research, for the promotion of scholar- 
ship at the medical school or be kept only as an emer- 
gency fund for any unusual demand on the associa- 
tion which might arise. 

It is our opinion that this fund should be allowed 
to increase and that additions to this fund should come 
as in the past from savings in the management of the 
State Association. We recommend that prizes be 
given for scholarship to medical students. Such an act 
would at once foster a contact between the under- 
graduates and the State Association, a relationship 
which is obviously advisable and of value to both. An 
annual stipend for a graduate fellowship in special 
investigative work would also indicate our interest as a 
profession in medical education. The interest earned 
on our reserve fund should carry such a policy. 


VI. Minor Questions 


Various other questions have been brought to the 
attention of the committee for consideration. 

1. Shall the Medical Journal stress other subjects 
than scientific and Association reports? So much is 
being written on the economic side of medical practice 
in lay magazines that there is some demand that these 
subjects be discussed in our Journal. It is our opinion 
that any steps taken in that direction should be taken 
very slowly. Special articles and editorials on this 
subject from time to time should be welcome but it is 
not advisable at this time to create any special depart- 
ment in the magazine on economic questions. The sub- 
ject of economics should be left to the Editorial Com- 
mittee. 

2. The Reference Committee in one of its reports 
to the House of Delegates recommended that the office 
of Secretary and Treasurer be combined to expedite 
the routine business of the Association. In view of the 
policy of having all accounts audited by certified public 
accountants, a separate Treasurer’s report has been 
considered less essential. The expenditures of funds is 
now wholly at the discretion of the Council. If in the 
opinion of the Councilors the combining of the offices 
of Secretary and Treasurer will increase the efficiency 
of their routine business such a change should be made. 
Our committee feels that the House of Delegates 
should take no action except on the recommendation of 
the Council. 

3. The Association has employed a group of attorneys, 
Oppenheimer, Dickson, Hodgson, Brown and Donnelly, 
for many years. In recent years Mr. Brist has done 
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much work for our Legislative Committee. He is also 
the Attorney of the Board of Medical Examiners and 
as such has carried on the successful prosecution of 
illegal practitioners of medicine. We believe his work 
will be more effective if he is not in the direct employ 
of the Medical Association as its regular attorney. Rep- 
resenting the State Board of Medical Examiners rather 
than the medical profession, places him in a stronger 
position before the Courts. We, therefore, recommend 
that the present relationship be continued and the 
present group of Attorneys be retained as in the past. 
Mr. Brist, however, could be employed as a special at- 
torney by any committee authorized by the Council for 
any special purpose and for which a suitable retainer’s 
fee should be paid. 


SUMMARY OF RECOM MENDATIONS 


1. That the small individual county societies should 
combine when feasible, with adjoining societies to 
bring their membership up to approximately the 
average of 30 now existent in the other combined 
county societies. 

2. That the Northern Minnesota Medical Association 


limit its annual meeting to a one day program. That - 


both Northern and Southern Societies meetings should 
be considered as one of the annual series of the County 
societies in their respective district. 

3. That the present plan of administration of the 
State Association be continued. 

4. That all arrangements for the Annual Meeting 
be handled by the State central office and by State 


committees with the exception of such . matters of 
entertainment that the local host city is prepared to 


give. That income from commercial exhibits should 
go to the State Association and that it in turn should 
correspondingly assume expenses for the. meeting. 

5. That the Public Contact Program be continued 
as in the past and special emphasis directed toward: 
(1) Medical Leadership in County Public Health As- 
sociations. (2) Constant contact with the Public 
Health Nurses Association. (3) Codperation with the 
Minnesota Editorial Association. (4) Codperation with 
the University Medical School. 

6. That in the policy toward medical legislation the 
Association appreciative of the present high standard 
of medical statutes as far as possible ask no further 
immediate favors from the legislature except to con- 
tinue the principles now established; that expenditures 
for legislative activities be budgeted and audited by 
the Council. 

7. That toward the problem of finance the Associa- 
tion restrict its expenditures in both legislative and 
educational activities to a level that can be met with 
its income. 

8. That the policy of developing a reserve fund from 
savings in the management of the Association be con- 
tinued. That when deemed feasible steps be taken to 
give prizes and scholarships, both undergraduate and 
graduate, to the students of the medical School to in- 
dicate the interest of the Association in medical educ- 
cation. 

9. That the Medical Journal Minnesota MEDICINE 
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continue its present policy of serving as an organ for 
scientific articles and association activities. The sub- 
ject of Economics should be left to the Editorial Com- 
mittee. 

10. That the question of combining the offices of 
Secretary and Treasurer be decided on the recom- 
mendation of the Council. 

11. That the present group of Attorneys of the As- 
sociation be retained. 


CONCLUSION 


The committee which was appointed by Dr. Boyer to 
prepare this report consists of men who have had no 
direct relation with the organization of the activities of 
the State Association in the years of its expansion. We 
have approached each question of policy from as un- 
biased a viewpoint as possible, attempting to base our 
recommendations both by ascertaining the sentiment of 
the entire membership of the association, and by 
exercising freely our own judgment. We trust this 
report will serve as a basis of information of the es- 
sential policies and activities of the Minnesota Medical 
Association. In analyzing the work of the Association 
the committee has itself obtained an appreciation of the 
achievements of the Society. We hope the general 
membership will be equally stimulated by reading this 
summary of the efforts of the Association. The Min- 
nesota Medical Association has been in the hands of 
high minded, capable men. We anticipate that it will 
continue to be so in the future. 

As a special committee we wish to express our ap- 
preciation for the courtesies that have been extended us 
from the officers, the component societies and the en- 
tire membership in assisting us to obtain the informa- 
tion on which the report is based. 

O. E. Locken, 
Frank Burcu, 
W. A. FANSLER, 
J. R. MANtey, 


PRESIDENT SoccE: I think the only way we can get 
at this is to have Dr. Locken read the summary, 
paragraph by paragraph, and take action on each para- 
graph. 

Dr. Wricut: I wonder if it would be possible for 
the members to talk this thing over and discuss this 
report at the meeting tomorrow. 

SECRETARY MEYERDING: We hope the House of 
Delegates will convene tomorrow at 11:30 A. M. in 
Parlors O. P. and Q, where luncheon will be served. I 
don’t know how much business will come up tomor- 
row; we have election of officers, but perhaps this 
could be taken on. 

Dr. Ropsrns: I move that we lay the report over 
until tomorrow. 

Dr. Kiaveness: In order that you may know my 
opinion about the whole report, I would say it is the 
most interesting analysis of the functions of our State 
Association that I have ever listened to, and the Com- 
mittee has certainly done itself proud by covering the 
field so completely. However, while I concur with the 
recommendation that the smaller counties should join 
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and make up into larger societies, they have apparently 
forgotten the policy of the State Association to recom- 
mend a redistricting of its Association with reference 
to the Councilor districts. I speak particularly for 
Wright County, which is adjacent to Stearns and 
Benton Counties. It is manifestly out of the question to 
expect that Wright, Stearns and Benton counties will 
ever have a councilor given to them when they are in 
with Hennepin County which has 524 members. We 
would be glad to join with Stearns and Benton coun- 
ties and leave Hennepin County by itself. 

PreswweENT Socce: You have heard the motion that 
we take up this report tomorrow. All in favor signify 
by saying “Aye.” I think we had better have a division 
on that. 

The vote was 26 to 24 so the motion is carried. 

The Council recommends that Dr. T. R. Moran, St. 
Luke’s Hospital, St. Paul, Dr. F. C. Mann, Mayo 
Clinic, Rochester and Dr. W. C. McCarty, Mayo 
Clinic, Rochester, be elected to associate membership. 
What is your wish? 

Upon motion regularly made and seconded the re- 
commendation of the Council was accepted and Drs. 
Moran, Mann, and McCarty declared associate mem- 
bers of the Minnesota State Medical Association. 

PRESIDENT Socce: There has been suggested a new 
plan for membership certificates, with the name of the 
local society and the local secretary. Dr. Meyerding 
will explain it. 

SecRETARY MeEyERDING: At the Secretaries’ Confer- 
ence the question of adding to your membership cer- 
tificate the name of the local society and the local sec- 
retary was discussed. I have a few proofs here of a 
suggested certificate. It means that in your office when 
you put up your certificate the name of your local 
medical society and your secretary would appear on it. 
We sent out a questionnaire to the various societies in 
the state and 26 reported favorably. The Council dis- 
cussed this this afternoon and it thought the best plan 
would be to have the name of the local Society and the 
secretary's signature stamped in our office so every 
member would receive his certificate promptly. The 
size of the certificate will be the same as it has been 
in the past. The Council recommends that the new 
plan be tried for a year and that the certificates be 
mailed directly from the state office. 

Dr. Roppins: I move that the plan be adopted. 

The motion was regularly seconded, put to a vote and 
carried. 

Dr. C. L. Scorrecp (Benson): It seems our By-Laws 
provide that the House of Delegates shall meet at 2:00 
P. M. on the first day of the meeting. That is not 
necessary, and I offer this amendment to Chapter 5, 
Section 1; that the words “At 2:00 P. M.” be stricken 
out, and that this be considered at the meeting to- 
morrow. 

Dr. Roppins: I have this resolution to offer: “Re- 
solved that the House of Delegates of the Minnesota 
State Medical Association go on record urging the 
component societies to incorporate in their public 
health educational programs a study of the health con- 
ditions of the Indian population, and its relations to 
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the general public.” I move that the resolution be re- 
ferred to the Reference Committee for a report to- 
morrow at the meeting of the House of Delegates. 
Upon motion regularly made and seconded the re- 
port was adopted. 
Dr. N. O. Pearce gave a talk on Medical Economics, 
illustrated by slides. 


SECOND MEETING OF THE HOUSE OF 
DELEGATES 


The second meeting of the House of Delegates of 
the Minnesota State Medical Association at the Nicol- 
let Hotel, Minneapolis, was called to order at twelve, 
noon, May 5, 1931, by President Sogge. 

PrestpENT SocceE: Gentlemen, come to order please. 
We will have the roll call. 

Secretary Meyerding called the roll. 

PRESIDENT SoccE: All those who have not turned in 


their credentials, please do so. 

A summary of the minutes of the previous meeting 
was read by Secretary Meyerding. 

PRESIDENT SOGGE: 
Council. 

Dr. Workman, Tracy, read the report of the Council. 


Next is the report from the 


SECOND MEETING OF THE COUNCIL 


The second meeting of the Council was held Monday 
night after the meeting of the House of Delegates ad- 
journed. 

The following were present: H. M. Workman, W. 
W. Will, M. S. Henderson, W. A. Coventry, F. J. 
Savage, A. G. Schulze, O. J. Hagen, Wm. A. Piper, 
and E. A. Meyerding. 

The question of redistricting the Councilor districts 
was discussed. Motion made by Dr. Coventry, seconded 
and carried that a Committee of two Councilors be 
appointed to look into this matter of redistricting the 
Councilor districts and the amalgamation of some of the 
component societies. Drs. Coventry and Henderson 
were appointed. 

The meeting adjourned. 


PrestipDENt Socce: We will have the report from 
Dr. Watson, Chairman of the Committee to Codperate 
with the Editorial Association. 

Dr. J. A. Watson (Minneapolis): Most of you 
know something about this Committee, about its con- 
ception and so on. The Editors started to interest 
themselves in the question of whether or not there 
should be a broader attitude on the part of the medical 
profession toward advertising. They soon saw that it 
was a matter of evolution that it would have to be 
left to the medical profession. One thing led to an- 
other until they requested that a committee from the 
Minnesota State Medical Association be appointed to 
confer with a committee of their own association, the 
Minnesota Editorial Association, with a view of es- 
tablishing closer relations between the two professions, 
so that something would grow out of it in the future. 

While we were very skeptical in the first place as to 
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whether it would ever amount to anything, it has come 
to the point where those of us who were appointed 
members of the committee think that good might grow 
out of it and may result in something valuable to the 
medical and editorial professions. These committees 
had a breakfast meeting this morning at which the fol- 
lowing men were present: 

Dr. J. A. Watson, Minneapolis 

Dr. S. H. Boyer, Duluth 

Dr. H. M. Workman, Tracy 

Dr. O. O. Larsen, Detroit Lakes 

Dr. E. A. Meyerding, St. Paul 

Mr. Roy Dunlap, St. Paul 

Mr. J. Jones, Minneapolis 

Mr. H. E. Soule, Minneapolis 

Mr. A. E. McGowan, Minneapolis 

Mr. L. Benshoof, Detroit Lakes 

Mr. Benshoof was the originator of this whole ques- 
tion. It started rather acrimoniously and has settled 
down into something quite harmonious. 

After a good deal of discussion the following resolu- 
tion was adopted: 

“Be it RESOLVED, That this conference favor the 
formation of an Advisory Board of Public Relations 
between the Minnesota State Medical Association and 
the Minnesota Editorial Association, consisting of five 
representatives of each organization. It is the sense 
of the conferertce that the representatives of the two 
associations be selected so as to have representation of 
the state at large.” 

PRESIDENT SoGGE: What do you want to do with this 
report? 

Dr. E. Kiaveness (St. Paul): I move it be accepted. 

Dr. W. A. Coventry (Duluth): As a substitute mo- 
tion I move the report be accepted and the recommen- 
dation of the report that a committee of five be ap- 
pointed, be carried out by the Council. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT SoGGE: University Relations, Dr. Boyer. 

Dr. S. H. Boyer: The University Relations Com- 
mittee, after several meetings, has arrived at this con- 
clusion and submits this report: 


REPORT OF UNIVERSITY RELATIONS 
COMMITTEE 


Members of the Committee on University Relations 
have codperated with the Medical Alumni Association 
during the past year in studying various problems con- 
fronting the medical school. It became apparent that 
many of the shortcomings of the medical school had 
their origin in a lack of executive ability and of prac- 
tical leadership on the part of the Dean. There was 
also considerable criticism of the methods employed in 
teaching the practical side of medicine. The Medical 
Alumni Association had come to a similar conclusion, 
and your committee endorsed a resolution which they 
sent to the Chancellor of the University and the Board 
of Regents, in which a change in the deanship of the 
medical school was requested. 

We regret that the Chancellor of the University has 
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not deemed it advisable to take any steps to remedy the 
conditions suggested by the resolution, and that the 
situation has been allowed to remain as it was before. 

L. SoccE 

S. H. Boyer 

W. F. Braascu 

J. T. Curistison 

H. M. WorkKMAN 

C. B. Wricut 


PrestpENT SoccE: You have heard this resolution. 
What do you wish to do with it? 

Dr. CovENTRY : 
placed on file. 


The motion was regularly seconded, was put to a 
vote and carried. 


I move the report be accepted and 


PRESIDENT Socce: We have an unusual honor today 
in having the President of the American Medical As- 
sociation with us. He is a man that we are proud of 
because of his ability, and we are proud of him because 
he is President of the greatest medical organization in 
the world. I would like to have him stand up. and 
speak to us just a few minutes, Dr. E. Starr Judd. 

The audience arose and applauded. 

Dr. E. Starr Jupp (Rochester): One of my princi- 
pal jobs now seems to be to try to learn something 
about organized medicine. I knew nothing about it a 
year ago, but I know very much more about it now. 

One thing I have found out is that the Minnesota 
profession is really organized, better than any other 
state. That is largely due to the efforts of Dr. 
Meyerding and the Councilors. As you know, the state 
society, public health activities and all medical activities 
are under the control of Dr. Meyerding and the 
Councilors. I think that this is being recognized 
throughout the country. Very many of the state or- 
ganizations are following our example in that respect. 
(Applause). 

PRESIDENT SOGGE: 
the Secretary. 


We will hear a resolution from 


SECRETARY MEyYeERDING: Last night Dr. Robbins of 
Winona presented a resolution that was referred to the 
Reference Committee but the Chairman is not here. I 
think that if I read it again you can take action. 

This resolution is simply in conformity with one of 
the trends of public opinion. As you know, there is a 
great deal of interest now taken in the Indian. This 
is just a suggestion on the part of the House of Dele- 
gates, as I understand it, for the local society to co- 
operate with the public in studying Indian health. It 
reads as follows: 

“RESOLVED, That the House of Delegates of the Min- 
nesota State Medical Association go on record urging 
the component societies to incorporate in their public 
health educational programs a study of the health con- 
ditions of the Indian population, and its relation to 
the general public.” 

PRESIDENT SoGGE: What do you want to do with this 
resolution? 

Dr. E. S. Boteyn (Stillwater) : 
accepted and filed. 


I move that it be 
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The motion was regularly seconded, was put to a 
vote and carried. 

PrESIWENT SoGGE: Amendment to the By-laws read 
last night. 

Secretary Meyerpinc: Dr. Scofield introduced an 
amendment to Chapter V, Section I. 

The By-laws say that we shall meet at two p. m. on 
the first day of the meeting. That caused a little 
trouble this year. We are simply striking out the words 
“two p. m.” so we can set the hour. 

Dr. H. M. WorKMAN (Tracy): 
adopted. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT SOGGE: 
report of Dr. Locken. 


Dr. O. E. Locken (Crookston): Mr. President, 
when this Committee was appointed, and as we have 
drawn up this report, it was our opinion that there was 
nothing mandatory about what we recommended as far 
as the future policy of the Council was concerned, in 
carrying out these recommendations. It was our 
understanding that we were merely asked to make a 
survey of the sentiment of the organization and report 
back to you these recommendations. 

We discussed this report very carefully all after- 
noon yesterday, and there was a great deal of discus- 
sion, pro and con. It seemed to me the whole thing was 
taken on the wrong track, that if we adopted this report 
it was mandatory on the Council to carry out every 
one of these recommendations. It is our idea that it 
is simply a matter of aid to the Council as an indica- 
tion of what a disinterested group of five men thought 
about the policies of the organization, from a survey 
they made in an attempt to get the opinion of the en- 
tire organization. We do not wish to be in the position 
that we want to argue or defend any of these recom- 
mendations but merely express them. If any members 
of the House of Delegates have opinions contrary, I 
think it is proper that they get up and discuss those 
questions, so their opinion may be of help to the Coun- 
cil. I think if we have that understanding we will prob- 
ably avoid a great deal of argument over some of 
these things and save some time, and make it pos- 
sible for us to get to the clinics this afternoon. If that 
idea is correct, we can approach this report from that 
standpoint. I will read the summary of recommenda- 
tions again. 

PRESIDENT SOGGE: 
graph. 

Dr. Locxen: If there is no dispute about them, it 
is not necessary to discuss each point. 

“1. That the small individual county societies should 
combine, when feasible, with adjoining societies, to 
bring their membership up to approximately the aver- 
age of 30 now existent in the other combined county 
societies.” 

Presipent Socce: I understand the Council took this 
matter up last night, and I would like to hear from 
Dr. Coventry what the recommendation was. 

Dr. Coventry: We have discussed that in the Coun- 
cil off and on for the last year or so. There are two 


I move that it be 


We will now continue with the 


Read them paragraph by para- 
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problems: One, amalgamating some of the smaller so- 
cieties, and the other, redistricting the state as far as 
the Councilors are concerned. 

A motion was made last evening and carried that the 
Council appoint a committee to survey the question of 
drawing the weaker societies in with the stronger ones, 
and also surveying the state as to redistricting, rear- 
rangement, so far as Councilors are concerned. As I 
say, that motion was carried and a committee has been 
appointed. It seems to me, Mr. President, that will 
take care of the matter to the satisfaction of every- 
body. 

PRESIDENT Socce: Do you want to take action on 
the report from the Council, approve it, or anything to 
that effect? 

Dr. J. R. Maney (Duluth): I move it be approved. 

The motion was regularly seconded, was put to a 
vote and carried. 

Dr. Locken: “2. That the Northern Minnesota Med- 
ical Association limit its annual meeting to a one-day 
program. That both Northern and Southern Societies 
meetings should be considered as one of the annuai 
series of the county societies in their respective dis- 
tricts.” 

Dr. B. S. AvaMs (Hibbing): I think the Committee 
is absolutely right that one day is sufficient. I agree 
that there is a superfluity of medical meetings. How- 
ever, the sentiment expressed to me i6 that the north 
would like to get together once in a while, and they 
want to continue the Northern Minnesota Medical 
Association and I presume in the southern part of the 
state they want to continue the Southern Minnesota 
Medical Association. 

There is one thing that comes to my mind in con- 
nection with the meeting at Hibbing, and the same will 
apply more to meetings of the Northern Minnesota 
Association than to meetings of the Southern Minne- 
sota Association, and that is the distances that we have 
to travel. We could have the meetings start early in 
the morning at Hibbing and finish up that night, but 
we have no sleeper trains coming into Hibbing. Any- 
body coming by way of Duluth will not get to Hibbing 
until ten forty-five. If they drive, they have to come 
up the day before, unless they want to do some night 
driving. 

I am wondering if it wouldn’t be better to have our 
meetings start, say, at one o’clock noon and on until 
eleven or twelve o’clock the next day. That will give 
those, that want to, a chance to drive. It will mean 
only one night away from home. Then on Saturday 
afternoon, after the meeting is over, we can give them 
a trip through the ore pits in an observation car, or 
they can go home. That is just a suggestion. We can 
work it out either way it seems advisable. We would 
like to get your advice. 

PresipENT Socce: Is there any further suggestion 
or discussion? I suggest that the resolution be sent 
to officers of the Northern and Southern Minnesota 
Medical Associations, because we can’t take action on 
it, as far as I can see. 


Dr. Boyer: Of course, this recommendation is not 
mandatory. It is simply given out to the Northern and 
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Southern Minnesota Medical Societies and, of neces- 
sity, to the component societies of the state organiza- 
tion, because, in the last analysis, it must be through 
the action of all of these bodies, as they see fit to con- 
summate or follow out this recommendation. So it re- 
solves itself, after all, into more or less of a local 
action. There is nothing that we can do. 

PRESIDENT SoOGGE: Would you recommend that this 
go to the officers of the associations? 

Dr. Boteyn: I so move. 

The motion was regularly seconded. 


PRESIDENT SoccE: It has been moved and seconded 
that this resolution be sent to the officers of the 
Northern Minnesota and Southern Minnesota Associa- 
tions. All those in favor say “aye”; contrary “no. 
It is carried. 

Dr. Locken: “3. That the present plan of adminis- 
tration of the State Association be continued.” 

PresIDENT SocceE: What do I hear on that? 

Dr. Boteyn: I move that it be adopted. 

The motion was regularly seconded, was put to a 
vote and carried. 

Dr. Locxken: “4. That all arrangements for the an- 
nual meeting be handled by the state central office and 
by state committees with the exception of such mat- 
ters of entertainment that the local host city is pre- 
pared to give. That income from commercial exhibits 
should go to the State Association and that it in turn 
should correspondingly assume expenses for the meet- 
ing.” 

PRESIDENT SoGGE: What will you do with this recom- 
mendation? 

Dr. M. S. Netson (Granite Falls) : 
adopted. 

The motion was regularly seconded. 

Dr. F. H. Macney (Duluth): I think before this 
is settled you should know our attitude in Duluth. We 
have had two State Association meetings since the 
practice of selling space was adopted by the State As- 
sociation. We spent the money collected, first of all, 
to put on a good meeting at Duluth. The net proceeds 
we put in the Library Fund, and not one cent has been 
used for any other purpose. We are trying, if possible, 
to build up a library in Duluth that will be available 
to those in the northern end of the state. We are 
rather distant from the medical center here and we 
need a library. That is the only purpose we will use 
the money for. 

I think before this is definitely settled it should per- 
haps be given a little further consideration, perhaps by 
a committee. 

Dr. Locken: I took the liberty last evening, after 
our meeting, to go around and talk to some of the ex- 
hibitors to get their frank viewpoints on this. This 
isn’t any reflection on the people of Minneapolis who 
have been responsible for the program, but there was 
definite dissatisfaction on the part of the exhibitors 
in the way their space has been handled. They have 
gone so far as to appoint a special committee of three 
members to handle affairs for them in the future, in 
their own defense. It is an indication that the exhibi- 
tors themselves feel that under the present system they 


” 
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are not being given an equal and fair handling in the 
space they require. We discussed the angle from the 
standpoint of the Association. I just wanted to offer 
that information. 

Dr. J. P. McDowett (St. Cloud): Dr. Magney of 
Duluth has a good idea, but I will warn you that if 
any of the smaller towns want to put on the meeting 
in their town, they had better figure differently. . They 
aren’t going to get any library, but they are going to 
go down into their pockets, because we put on the As- 
sociation meeting at St. Cloud a few years ago and 
I have had definite orders not to let it come up again 
because it costs too much money. I don’t think myself 
that it was an advantage to the Association to meet 
in a.small town. Don’t ask for it unless you know 
where you are going to get off at. 

PresipeNt Socce: Is there any further discussion. 

SECRETARY MEyYERDING: For three or four years the 
Secretary has brought up the question of the commer- 
cial exhibits being handled by the central office. An 
exhibit of that type is like any other. You have to 
build up a clientele and make the acquaintance with 
those people. As Dr. Locken brought out, there are 
certain things they don’t want, and they are more or 
less dissatisfied. 

In the past few years we have had fairly good suc- 
cess. This is an excellent exhibit. It has been well 
run, in spite of the criticism the men make. They 
are a little crowded but it is the best thing that could 
be done. Last year at Duluth there were empty booths. 
The same thing happened at St. Paul. 

The expense of the meeting is gradually increasing. 
The State Association has assumed more and more 
obligations. The cost has run from $1,200 a few years 
ago to $1,800 in Duluth. This year I was told to cut 
down, and we are having a two-day meeting, prac- 
tically, as you know. If we are to have meetings in 
other cities we have to put on a different type of meet- 
ing, because we have to bring in outsiders for attrac- 
tion, and allow each one from $200 to $300 for travel- 
ing expenses and one thing or another. It soon counts 
up when you have two or three or four speakers. 

We would like to see the commercial exhibits in 
the hands of the state. office, so that we could apply 
that expense to the state meeting and make a better’ 
meeting. Dr. Loomis is here. If you want to know 
about how to organize a commercial exhibit, he can 
tell you. This, I believe, is his first experience. As I 
said, he did a fine job. He had more than he could 
take care of. 


Dr. E. A. Loomis (Minneapolis): Mr. President, the 
committee feels that this ought to be handled by the 
state. As you say, each year a new committee gets 
hold of it and you do not get organized. For instance, 
we took hold of this in February. I believe we could 
have had twice as many exhibits if we had taken hold 
of it before the first of the year because they all make 
up their budgets around the first of the year. When 
you send out the letters they write back and say, “We 
would have taken space if we had known about it the 
first of the year.” 

If you treat these fellows well and keep track of 
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them from year to year, it will work much better. 
This year there is going to be a surplus and it goes 
to the Hennepin County Society. It might just as well 
go to the State. The dentists had ninety exhibitors 
at their meeting, and we have about thirty. We could 
have had at least fifty or sixty, but we have to get 
more space, if this thing keeps on growing. But the 
committee is strongly in favor of having it handled by 
the state, and the local men can do whatever the state 
wants them to do and help out. 

PRESIDENT SoGGE: There is one motion before the 
house that the report of the Committee be accepted. 
Is there any further discussion? All in favor of that 
motion say “aye”; contrary. The motion is carried. 

Dr. Locken: “5. That the Public Contact Program 
be continued as in the past and special emphasis di- 
rected toward: (1) Medical leadership in County Pub- 
lic Health Associations. (2) Constant contact with the 
Public Health Nurses Association. (3) Codperation 
with the Minnesota Editorial Association. (4) Codper- 
ation with the University Medical School.” 

PRESIDENT SoccGE: What do you want to do with 
this recommendation ? 

Upon motion regularly made and seconded the recom- 
mendation was adopted. 

Dr. Locken: “6. That in the policy toward medical 
legislation the Association, appreciative of the present 
high standard of medical statutes, ask no further im- 
mediate favors from the legislature except to continue 
the principles now established; that expenditures for 
legislative activities be budgeted and audited by the 
Council.” 

Dr. M. S. Netson (Granite Falls): Inasmuch as we 
don’t know what is going to develop, it seems to me 
the Legislative Committee should not be handicapped 
as to expense or in any way more than they have been 
handicapped in the past. If this is going to be any 
handicap to the Legislative Committee, it seems to me 
it should either be referred to the Council or laid on 
the table. 


Dr. Boyer: 


The Association and the Legislative 
Committee have not contemplated any legislation since 
the Basic Science Bill was passed, though we can never 
tell when some new type of legislation may become 
“necessary. Something may come up that will require 
active work on the part of the Legislative Committee 
two years hence. The chances are there won’t be any 


need for legislation; we hope not. But owing to the 
fact that such a possibility exists, we ought to take 
that into consideration. 

As to the matter of activity on the part of the Legis- 
lative Committee, that must exist. This recommenda- 
tion in no way touches upon that. There is legisla- 
tion that will need to be combated. So far as that is 
concerned, this resolution does not interfere. But there 
is the possibility that it would interfere with what 
might prove to be a need for active legislation. There- 
fore, it seems to me that we ought to insist upon that 
resolution or that recommendation being altered. 

Dr. WricHt: In your discussion, Dr. Locken, I 
think you put in the phrase “as far as possible.” I 
think that is an excellent phrase to put in. 
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Dr. Locken: That is in the main discussion of the 
thing. It was left out of the summary. 

Dr. WricHt: That leaves it quite clear, I think. 

SECRETARY MEYERDING: Do you want to add those 
words? 

Dr. Locken: Yes, after “statutes.” 

PRESIDENT SoccE: Read that sentence again. 

Dr. Locken: “That in the policy toward medical 
legislation the Association, appreciative of the present 
high standard of medical statutes,.as far as possible, 
asks no further immediate favors from the legislature 
except to continue the principles now established.” 

PRESIDENT SoccE: With that correction, have you 
any objection? 

Dr. NeLtson: With that change, I move its adoption. 

The motion was regularly seconded, was put to a 
vote and carried. 

Dr. Locken: “7. That toward the problem of finance 
the Association restrict its expenditures in both legis- 
lative and educational activities to a level that can be 
met with the present income.” 

SEcRETARY MEYERDING: Dr. Locken, I wonder if you 
could take out the word “present” and say “its in- 
come.” Somebody might want to give us some money 
and we couldn't spend it. I have a scheme now where- 
by we may raise some money. 

Dr. Locken: It was simply an expression that we 
maintain our organization on the present level of dues. 

PRESIDENT SoGGE: Will you correct that? 

Dr. Locken: “With its income.” 

PrestpENT SoccE: You have heard this report. What 
do you wish to do with it? 

Dr. Coventry: I move its adoption. 

The motion was regularly seconded, was put to a 
vote and carried. 

Dr. Locken: “8. That the policy of developing a 
reserve fund from savings in the management of the 
Association be continued. That steps be taken to give 
prizes and scholarships, both undergraduate and grad- 
uate, to the students of the medical school to indicate 
the interest of the Association in medical education.” 

Dr. Coventry: I move its adoption. 

The motion was regularly seconded. 

Dr. F. J. Savace (St. Paul): This fund amounts 
to about $24,000, and there isn’t any definite unanimity 
of opinion among the members of the Council as to 
what sum this should reach before various expenditures 
might be made from it. In order to clarify this re- 
solution I move the following amendment: After the 
word “that” in the second sentence insert the words 
“when deemed feasible,” so it will read: “That, when 
deemed feasible, steps be taken to give prizes and 
scholarships,” etc. That will make it less compulsory 
on the part of the Council, if they didn’t want to put 
in this small amount at the present time, to defer the 
establishment of the precedent. 

The amendment was regularly seconded. 

Dr. Wricut: I should like to say that this resolu- 
tion came from Hennepin County, and it came because 
of the question of reserve, how large a reserve fund 
we should have. I don’t want to urge the thing, but 
inasmuch as that is one of the things that was most 
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anxiously wished for in this resolution, I should like 
to have some expression of opinion as to what we 
should aim for in the accumulation of a reserve fund. 
It may not be definite, but I think we ought to crys- 
tallize our opinion, to some extent, on what we want. 
If the House of Delegates has any opinion about it, 
it would be interesting to know. I wouldn’t want to 
urge it upon the House of Delegates, but my personal 
feeling is that we should set our reserve fund fairly 
high. I believe all organizations are recognized by their 
financial responsibility, and I believe a reserve fund 
put at $50,000, $100,000, or something of that kind, 
might be a good thing to shoot at. 


Dr. W. A. FANSLER (Minneapolis): I am a mem- 
ber of this Committee but the conclusions do not 
necessarily represent the feeling of each individual as 
an individual. One reason we did not set a definite 
amount on this thing was the fact that we couldn't 
agree upon it; also, there was a great deal of disagree- 
ment on the questionnaire we sent out. I think there 
was more difference of opinion on that than almost 
anything else. But speaking for myself as a Delegate, 
I feel we should have a definite reserve fund that we 
can rely upon. If we had a reserve fund, perhaps, at 
the start of $50,000, it would mean a reserve of $20 
per member, and that isn’t much for protection. We 
spend that much each year for insurance against mal- 
practice. I quite agree that if there was a definite 
amount, it would have some influence with the legis- 
lative bodies and with other people too. I should like 
to make an amendment that we set $50,000 as the goal 
for a reserve fund, for forwarding the interests of 
the State Medical Association. I merely mention that 
amount so we can get some discussion and see what 
the reaction is. 


Dr. Coventry: The gist of the argument is this: 
The second part of that paragraph is the most essen- 
tial thing, whether you are going to use any of this 
money for scholarships and so forth, as the Committee 
has suggested. It is my notion, personally, that we 
should take steps to establish some relationship be- 
tween the Society and the graduate body and univer- 
sity by offering prizes or something of that kind. That 
does not have to be $1,000 or $500 or anything of that 
kind. You can start to take steps even before you get 
the total amount of reserve brought up. 


Dr. McDoweL_: You and I have to go home and 
explain to a lot of fellows what we are going to do 
with $50,000. They say, “We are paying too much 
dues.” They are the kickers. You and I know that 
we ought to have some money in reserve in order to 
make a showing against our opponents in the legisla- 
ture or against insurance companies or anybody else 
that want to buck us. But we have to take back to 
those fellows at home something definite as to what 
we have this reserve for. 


Another thing is that you can use this money for 
scholarships and hope to get it back, which you prob- 
ably will, but I just happened to talk with a man who 
runs a business college up at Fargo, whose son is 
studying medicine in Chicago. He was prouder than 
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a peacock because his son had a key which he earned 
doing some research work at the University of Chi- 
cago, and he seemed prouder than if it had been a 
scholarship. I don’t think that cost them very much 
money. You could give prizes that way and it would 
not cost you much. When you talk to the fellows at 
home about giving out money to help somebody else 
through school they holler about “who helped me 
through school?” They say, “We have too many doc- 
tors.” 

Dr. W. F. Braascu (Rochester): We might re- 
assure the constituents that within the last few years 
very little has been added to the reserve fund. Almost 
every dollar of income has been necessary for expen- 
ditures. I do think that if we could have a reserve 
fund, without mentioning any exact figure, but a con- 
siderable amount, it would be an indication of power 
and we could use it for a whole lot of emergencies. 
I should like to see the day when we had an income 
from which our Secretary might be paid, or some spe- 
cial officer, or could take care of some special thing 
that would arise. In other words, it would certainly 
be for the best interests of the Association if we had 
a large fund back of us. 


Dr. Wricut: I wonder if that couldn’t be amended 
by including the word “endowment” or “donation.” 
Sometimes societies get money that way. I think it 
would be a good thing to make a statement about re- 
serve even though they feel it should not be increased. 
I think it would be perfectly all right, if the Com- 
mittee so feels, to say “we do not feel the reserve 
should be increased at the present time.” What do you 
think of that? 


Dr. McDoweLt: As I said before, I think we ought 
to have this reserve. If we can make some definite 
use of it, for research work or paying our officers, 
or something of that kind, we will ultimately cut down 
the dues, but we should have some idea of what we 
are going to use it for, for the fellows at home. 

Dr. Ivar SIveRTSEN (Minneapolis): I might tell Dr. 
McDowell to bring home to his local society, and I 
think the balance of the members can bring it home 
to their societies, the fact that the chiropractors and 
osteopaths and other cults are paying from $200 to 
$300 a year during the legislative years for a fund to 
fight bills. If they can afford to pay that much money, 
it seems to me we can afford to pay $15 a year to the 
State Society for the help they give us in bringing 
about the legislation we need. 

Dr. WorKMAN: This increase in our Reserve Fund 
is due to the interest on the money. It isn’t taken 
from our dues. It is the interest that is increasing 
our fund now. 

PrEsIDENT SocGE: We have an amendment to the 
original motion. That is the thing before the house. 

Dr. Coventry: May I ask for a reading of the 
original resolution? 


Dr. Locken: “That the policy of developing a re- 
serve fund from savings in the management of the 
Association be continued. That steps be taken to give 
prizes and scholarships, both undergraduate and grad- 
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uate, to the students of the medical school to indicate 
the interest of the Association in medical education.” 

The amendment was simply in the second sentence: 
“That, when deemed feasible, steps be taken to give 
prizes and scholarships.” 

PRESIDENT SocGE: You have heard the amendment. 
What do you wish to do with it? It was moved and 
seconded that the recommendation be so amended. All 
in favor of the amendment say “aye”; contrary. The 
“ayes” have it. Now the original motion. 

Dr. Coventry: Who deems it feasible? 


Dr. LockEN: Who made the amendment? Let him 
explain what he had in mind. 


PresivENT SocceE: Dr. Savage made the amendment. 


Dr. SavacE: This carries with it the fact that the 
Council is the only body with power to spend that 
money, unless it could be spent by orders of the House 
of Delegates. So this amendment means when the 
Council deems it feasible. It does not make it quite 
as mandatory as it reads at present. 


PresiweENt SocceE: We are on the original motion 
that we accept this recommendation. Is there any 
further discussion? All in favor of that signify by say- 
ing “aye”; contrary. The motion is carried. 

Dr. Locken: “9. That the medical journal MINNE- 
sora MEDICINE continue its present policy of serving as 
an organ for scientific articles and association activi- 
ties. The subject of economics should be left to the 
Editorial Committee.” 

PRESIDENT SocceE: You have heard this recommenda- 
tion. 

Dr. Braascu: I think that last conclusion is unfor- 
tunate in one way. While we are all proud of Minne- 
sota Medicine and we are proud of the scientific stand- 
ards they have maintained, we have a medical journal 
which is second to none, nevertheless, I think many of 
the members of the Association and I am sure most 
of the Delegates here are interested in subjects other 
than scientific medicine. I refer particularly to the 
subject of medical economics. There seems to be some 
confusion in regard to that. Medical economics does 
not necessarily mean financial aggrandizement as a 
recent editorial in Minnesota Medicine would suggest. 
It refers to a broader aspect, namely state medicine, 
insurance, medical insurance, contract practice. Many 
sociological changes in the practice of medicine are 
creeping in and developing rapidly. The only way the 
medical profession can insure its present enviable status 
is by concerted action in solving these intelligent ques- 
tions. How can we solve these questions until we 
know about them? The only medium we have at our 
command is our medical journal. I think the pages 
ought to be open to the subject of medical economics 
and we ought to encourage, in fact we ought to pass 
a resolution, that the Board of Editors develop this to 
a greater extent. I believe as the resolution reads it 
would not do that. I, therefore, would like to amend 
the resolution as follows: It is the opinion of the 
House of Delegates that we commend the Board of 
Editors in their present policy toward the financial 
development of the Journal, that the pages be open to 
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even a greater extent to the discussion and intelligent 
information concerning medical economics. 


The motion was regularly seconded. 


Dr. N. O. Pearce (Minneapolis): It seems to me 
the question of medical economics is one that should 
have more attention in the Journal. It should have more 
attention from the State Association. I am sorry more 
of you were not here last night when we presented 
statistics on the present situation in medical practice. I 
think it is very important that the State Medical As- 
sociation at this time should set up an Economics Com- 
mittee, a committee which will make a study of med- 
ical practice, medical conditions in the state, make an 
analysis of what the doctors in the state are earning 
and what they are going to have to compete with in 
the future. 


There is a committee in existence known as the 
Committee of Fifty which was supported by funds 
from somewhere, I don’t know where, possibly insur- 
ance companies. Anyway, this committee of fifty or 
sixty men, most of which are doctors but only a few 
representing organized medicine, is making a study 
of the high cost of medical care. They are not mak- 
ing this study from the standpoint of the earnings of 
the physician, particularly, but with the idea of pre- 
senting facts which are concerned with the high cost 
to the public for care when they are sick. We don’t 
know what the final recommendation of this commit- 
tee will be. They are not a practicing medical group. 
There are a great many doctors on that committee. 
Many of them are teachers or sociologists, and we have 
representation from our American Medical Associa- 
tion, not a large representation. I think Dr. West and 
others are really concerned with what recommenda- 
tions may come out of this committee. Certainly, as 
has been said so many times, just around the corner 
there is a scheme, there is a plan for some sort of 
eompulsory health insurance. This is a world-wide 
movement. It has the endorsement of various world- 
wide organizations. It has taken place and has become 
established in many of the leading countries of the 
world. 


It seems to me that this Association here in Minne- 
sota, regardless of what the American Medical Asso- 
ciation is doing, regardless of what anyone else is dvo- 
ing, should prepare among ourselves for a close analysis 
of the report of the Committee of Fifty and all other 
conditions that have to do with the practice of medi- 
cine from an economic standpoint. We should have a 
committee with enough funds appropriated by the 
Council for the necessary clerical help to gather to- 
gether all of the information. We should be making 
our own studies of these various types of panel medi- 
cine that are going on in European countries, so we 
may be prepared in the next year or two, when a move 
is on foot, to meet that move in an intelligent manner. 

I don’t know whether it would be appropriate to 
have another amendment asking for the appointment 
of such a committee. If it is, I should like to make 
such a motion. 


Dr. LockEN: 


The suggestion we made here was 
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made because we first obtained the sentiment of the 
Editorial Committee. We found in preparing this re- 
port that it was very necessary to guide our sugges- 
tions carefully, because we found that the Council, the 
Legislative Committee and the Public Health Com- 
mittee were rather sensitive to anything that might be 
inferred as a question of: criticism of their present 
policies. So purely as-a matter of courtesy to the Edi- 
torial Committee of Minnesota Medicine, which we 
feel has been doing a very fine piece of work, know- 
ing their reaction, we felt we should leave that to 
their judgment rather than ask them to change their 
methods. I think in the manner of expression of the 
view of Dr. Braasch and Dr. Pearce, it would be a 
very fine thing if we carry out both of those sugges- 
tions and have such a committee. 

PRESIDENT SOGGE: 
Pearce’s amendment? 
ment. 


Dr. Pearce: I move, Mr. President, that the House 
of Delegates authorize the Council of the State Medi- 
cal Association to appoint a committee to be known 
as the Economics Committee, composed of five mem- 
bers, this committee to make a study of economic 
conditions (I won’t describe it further than that) and 
that the Council be authorized to appropriate a rea- 
sonable sum of money for clerical and other help nec- 
essary to carry out the work of the committee. 

PRESIDENT SOGGE: 
amendment? 


Is there any objection to Dr. 
I will entertain such an amend- 


Dr. Braasch, do you accept that 


Dr. BraascH: I think that motion is out of order. 
I made an amendment to the motion for the adoption 
of this resolution. 

PRESIDENT SOGGE: 
motion. 


We thought of getting it into one 


Dr. BraascH: I don’t see how you can do that. 
This is a committee that has to do with medical eco- 
nomics, and I am making an amendment to the resolu- 
tion. 

PRESIDENT SoccE: I think the point is well taken. 
Let us have the amendment. Dr. Braasch, will you 
state it again? 

Dr. BRAASCH: 
lution? 

Dr. Locken: “The subject of economics should be 
left to the Editorial Committee.” 

Dr. BrAASCH: I move that it be amended to read: 
they be requested to open the pages of the Journal even 
more than they have in the past to the discussion and 
to the publication of articles dealing with medical eco- 
nomics. 


What was the last half of your reso- 


PRESIDENT SoGcE: That amendment was seconded. 
Is there any discussion? All in favor signify by say- 
ing “aye”; contrary. The motion is carried. 

Let us consider Dr. Pearce’s motion that a commit- 
tee be appointed by the Council, known as the Econom- 
ics Committee, and that the Council should be em- 
powered to appropriate enough money for clerical 
work. Is there a second? 

The motion was regularly seconded. 
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PRESIDENT SoccE: Is there any discussion? All in 
favor signify by saying “aye”; contrary. The motion 
is carried. 

Dr. Wricut: I should like to rise to a point of in- 
formation. There has been a good deal of discussion 
about the House of Delegates appropriating money. I 
would like to know whether the House of Delegates 
has any right to appropriate a cent or not, without con- 
sent of the Council. The reason I ask that is this: 
The Trustees of the American Medical Association are 
the only ones who can appropriate money in the Amer- 
ican Medical Association. The House of Delegates 
can’t appropriate a cent without the consent of the 
Trustees. A bank can’t appropriate money without 
the consent of the board of directors. The Council is 
our board of directors. Therefore, under our articles 
of incorporation, I don’t believe we can possibly legal- 
ly appropriate funds without the consent of the Coun- 
cil. I should like to know if there has been a legal 
question on that point. 

Dr. Coventry: I would like to ask the speaker if 
the House has appropriated money. This motion was 
that the Council have the power to do it. 

Dr. WricHt: I am not questioning that. I think it 
should be understood that the House of Delegates have 
no power to appropriate funds without the permission 
and consent of the Council. 

PRESIDENT SoccE: We probably are exceeding our 
power to a certain extent, but what we wanted to know 
is if the House of Delegates approve the action if the 
Council so does. 

Dr. Locken: “10. That the question of combining 
the offices of Secretary and Treasurer be decided on 
the recommendation of the Coucil.” 

It is understood that if that change is made it is 
necessary to have an amendment to our Constitution. 

PRESIDENT Socce: Do I hear a motion on that? 

Upon motion regularly made and seconded, the rec- 
ommendation was adopted. 

Dr. Locken: “ll. That the present group of attor- 
neys of the Association be retained.” 

Dr. SCOFIELD: 


Dr. Coventry: The present group is Oppenheimer, 
Dickson, Hodgson Brown and Donnelly. It may not 
be the policy of the Councilors to employ these people. 
I don’t know personally whether we should act upon 
such a resolution at this time. We may have some 
good reason in the Council why we want to change 
this. If the House of Delegates order us to do so, we 
are rather up against it. There may be good reason 
why we would want to change. 

PRESIDENT SoccE: There is a motion that we accept 
this recommendation. You can vote it down or accept 
it as you want. Is there any further discussion? 

Dr. M. W. SmirH (Red Wing) : 
mendation? 


I move the adoption. 


Is that a recom- 
The Councilors can do as they please. 
Dr. Coventry: The Council does not like to do 
things against the wishes of the House of Delegates. 
Dr. McDoweL_: It seems to me that if we are go- 
ing to have a Council of intelligent men and they are 
going to run this business for us, we ought to let 
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them do much as the board of directors in a bank 
would do. We ought to give them a little power to 
change the attorneys if they want to. I think we ought 
to vote that down. 

Dr. Locken: That. was in the report merely because 
certain members of the Council asked the Committee, 
in the first place, to consider that recommendation. It 
is perfectly satisfactory to us to have it removed. We 
only have it in the report because we were asked to 
consider it. 

Dr. Macney: How are the attorneys paid, on the 
basis of work they do? 

PRESIDENT Socce: Yes, the work they do. 

Dr. Macney: Instead of specifying that we retain 
the present group of attorneys, say that we have attor- 
neys representing us. 

PresiweNtT SocceE: You have heard the motion. Is 
there any further discussion? 

Dr. SmituH: I move it be laid on the table. 

The motion was regularly seconded. 

PRESIDENT Socce: All in favor of the motion to lay 
on the table say “aye”; contrary. The motion is car- 
ried. 

I feel that this House of Delegates ought to give this 
Committee a vote of thanks for all the work they have 
done. They have surely worked well, and they have 
studied the questions. I feel we should incorporate in 
the record a vote of thanks to the Committee. 

Dr. O. J. Hacen (Moorhead). I so move. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT Socce: Election of officers. Who do you 
want for President for the ensuing year? 

Dr. W. C. Carrott (St. Paul): I think there are 
very few societies in the country that can boast of so 
many prominent men as the Minnesota State Medical 
Association. Among -them we have one of internation- 
al reputation, a prolific writer in his chosen field. He 
has been president of the county society, the Southern 
Minnesota Medical Society, and chairman of his sec- 
tion in the American Medical Association. He has 
been a Delegate here on numerous occasions and is at 
present on the Council. I am sure that the mention 
of his name will be sufficient to place him in the office 
which has held so many prominent men. 

I nominate Dr. Melvin S. Henderson of Rochester. 
(Applause. ) 

PRESIDENT SOGGE: 
tions? 

Dr. A. G. Scuutze (St. Paul): I move that the 
nominations be closed and that the Secretary cast the 
unanimous ballot of this House of Delegates for Dr. 
Henderson of Rochester as our President-Elect. 

The motion was regularly seconded, was put to a 
vote and carried. 


Are there any further nomina- 


Secretary MeyerpinG: The Secretary hereby casts 
the unanimous vote of the House of Delegates for 
Dr. Melvin S. Henderson as President for the ensuing 
year. 

PRESIDENT SOGGE: 
President ? 


Who do you want for First Vice 
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Dr. Pearce: I would like to nominate Dr. Bert 
Adams of Hibbing. 

The nomination was regularly seconded. 

PRESIDENT SoccE: Are there any other nominations? 

Dr. Coventry: I move that the nominations be 
closed and that the Secretary be instructed to cast a 
ballot for Dr. Adams. 

The motion was regularly seconded, was put to a 
vote and carried. 

SECRETARY MEyYERDING: The Secretary hereby casts 
the unanimous vote of the House of Delegates for Dr. 
Adams as First Vice President. 

PRESIDENT SoccE: Second Vice President. 

Dr. A. W. Apson (Rochester): I should like to 
nominate Dr. A. E. Hedback, Minneapolis, who is Gen- 
eral Chairman of the Committee on Scientific Assem- 
bly as Second Vice President. 

The motion was regularly seconded. 

PRESIDENT SoccE: Are there any other nominations? 

Dr. Apson: I move that the nominations be closed 
and the Secretary be instructed to cast the ballot. 

The motion was regularly seconded, was put to a 
vote and carried. 

SECRETARY MEYERDING: I hereby cast the unanimous 
vote of the House of Delegates for Dr. Hedback as 
Second Vice President. 

PRESIDENT SoGGE: What about the Secretary? 

Dr. Pearce: I move that the President cast the bal- 
lot for the present incumbent, Dr. Meyerding. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT SoGGE: The President casts the ballot for 
Dr. Meyerding as Secretary for the ensuing year. 

Who do you want for Treasurer? 

Dr. W. A. FANSLER (Minneapolis): We have a man 
that I think would make a good Treasurer. He has 
been on the Council for a number of years. He is 
familiar with the workings of the organization. I 
would like to nominate Dr. W. H. Condit, Minneapolis. 

The nomination was regularly seconded. 

Upon motion regularly made and seconded, the nom- 
inations were closed and the Secretary was instructed 
to cast the ballot for Dr. Condit. 

PRESIDENT SocceE: We will instruct the Secretary to 
cast the ballot. 

SECRETARY MeEyYERDING: The Secretary casts the 
unanimous ballot of the House of Delegates for Dr. 
Condit as Treasurer for the ensuing year. 

We want to announce that this is the largest House 
of Delegates meeting. Our records show there are 59 
Delegates present out of 62. There are only three 
societies not represented. That is the largest we have 
ever had. 

The total registration at this time is a little over 550, 
and we expect that it will be over 900 at the close of 
this meeting. 

Preswwent Socce: Councilors. Dr. 
now President-Elect. We will have to have a Coun- 
cilor from the First District. 

Dr. Avson: The Rochester delegation would like to 
put in the name of Dr. H. Z. Giffin as candidate for 
the Council for the ensuing year. 


Henderson is 
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PRESIDENT SocceE: Are there any further nomina- 
tions from the First District? 

Dr. BraascH: I move the nominations be closed 
and the Secretary cast the ballot. 

The motion was regularly seconded, was put to a 
vote and carried. 

SECRETARY MEYERDING: I hereby cast the unanimous 
ballot of the House of Delegates for Dr. H. Z. Giffin 
as Councilor for the First District. 

PRESIDENT Socce: Third District. 
the present Councilor. 

Dr. Boteyn: I nominate Dr. Workman. 

Upon motion regularly made and seconded, nomina- 
tions were closed and the Secretary was instructed to 
cast the ballot. 

SECRETARY MEYERDING: I hereby cast the unanimous 
ballot of the House of Delegates for Dr. Workman as 
Councilor for the Third District. 

PreEsSIDENT Socce: The next is the Fifth District. 
Dr. Savage is the present Councilor. 

Dr. BoLeyn: I nominate Dr. Savage as Councilor for 
the Fifth District. 
Dr. BRAASCH: 
nomination. 

PRESIDENT 
tions? 

Upon motion regularly made and seconded, nomina- 
tions were closed and the Secretary was instructed to 
cast the ballot. 

SECRETARY MEYERDING: I hereby cast the unanimous 
ballot of the House of Delegates for Dr. Savage as 
Councilor for the Fifth District. 

PRESIDENT Socce: Seventh District. 
Bertha. 

Dr. Pearce: I nominate Dr. Will. 

Dr. McDoweL_: I move the nominations be closed 
and the Secretary cast the ballot. 

The motion was regularly seconded, was put to a 
vote and carried. 

SECRETARY MEYERDING: I hereby cast the unanimous 
ballot of the House of Delegates for Dr. Will as 
Councilor for the Seventh District. 

PRESIDENT SoccE: Delegates to the American Medi- 
cal Association. The Council recommended the nom- 
ination of Dr. C. B. Wright as Delegate and Dr. J. T. 
Christison as Alternate. 
tions? 

Dr. Scorrep: I move that the nominations of the 
Council be accepted and the Secretary cast the ballot 

The motion was regularly seconded, was put to a 
vote and carried. 

SEcRETARY Meyerpinc: The casts the 
unanimous ballot for Dr. C. B. Wright as Delegate 
and Dr. J. T. Christison as Alternate to the American 
Medicine Association. 

PRESIDENT SoGGE: Meeting place for next year. 

Dr. Carrott: I have letters from the Mayor and the 
Secretary of the St. Paul Association inviting the State 
Association to meet in St. Paul in 1932. 

Dr. Braascn: I take great pleasure in seconding 
that invitation. It was the intention of those of us 
from Rochester to invite this Association to meet there 


Dr. Workman is 


I take pleasure in seconding that 


SoccE: Are there any further nomina- 


W. W. Will, 


Are there any other nomina- 


Secretary 
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next year. However, we would defer to the wishes of 
St. Paul, knowing that they have started their cam- 
paign. However, we hope this Assotiation will see fit 
to come our way in 1933. 

PresIDENT Socce: You have heard this invitation to 
meet in St. Paul next year. Are there any other in- 
vitations? 

Dr. KLaveneEss: I move it be accepted. 

The motion was regularly seconded. 

PRESIDENT SoGceE: You have heard the motion. All 
in favor of mceting in St. Paul next year say “aye”; 
contrary. The motion is carried. 

SECRETARY MEYERDING: Last year the House of 
Delegates passed a resolution, or at least it was its 
opinion that we do not have our House of Delegates 
session during the scientific meetings. We have tried 
to do this. We had the House of Delegates meet 
last night. There has been criticism on the meeting. 
We would like to do what the Delegates want. If 
you will discuss that a minute, we would appreciate it 
very much. What time of the day do you want to 
meet and at what hour? Would you like to meet dur- 
ing the scientific sessions or go -back to the old way, 
meeting on Monday afternoon at one-thirty or two 
o'clock? We had medical economics in the evenings, 
and the next day the scientific program commenced. If 
you will make some expression so we can work upon it, 
we will appreciate it very much. 

Dr. Rospins: I suggested last year that we meet the 
day before the scientific meeting so we could finish this 


session in the afternoon instead of the evening, and 

cover all of it. 
PRESIDENT SOGGE: 

mittee to present the President-Elect to the House of 


I will appoint the following com- 


Delegates: Dr. E.-S. Boleyn, Stillwater; Dr. M. S. 
Nelson, Granite Falls; Dr. S. A. Slater, Worthington. 

Let us have your expression on the subject brought 
up by the Secretary. 

Dr. ApAMS: The meeting last night was ideal. We 
don’t have to break up a whole day. I was able to 
do some of my work yesterday morning. I don't see 
how that can be improved upon. 

SECRETARY MEYERDING: We wanted to have it on 
Sunday but somebody said that wasn’t good form, 
somebody might criticize us for working on Sunday. 
We discontinued the Sunday, and Monday 
night seemed the best plan under the circumstances 

Dr. Wricut: Certainly from the standpoint of at- 
tendance and interest, I think this has been the most 
interesting’ meeting we have had in the 
Delegates. 
Council. 


idea of 


House of 
1 think that matter should be left to the 
As far as Sunday is concerned, I am not a 
particularly scrupulous religious adherent or church- 
goer, but I feel it is the only day a man has to give 
to his family, and I feel that to hold a meeting of 
this kind on Sunday would be a little bit out of step. 
The audience and applauded as President- 
Elect Henderson was escorted to the platform. 
Presipent-Evect Henperson: Mr. 
Members of the House of Delegates: 
this is a proud moment for me. 


rose 


President and 
Needless to say, 
I heard rumors that 
it might happen so I thought I had better get out for 
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a few minutes and give you a chance to say what you 
wanted to say about me. 

A thing of this kind comes to a man only once in a 
lifetime, and I wonder whether it means that I have 
passed the noon of my surgical career and am trip- 
ping down the other side. I know that while I am 
very proud, I am also very humble. I realize that it 
is a tribute not only to myself but to my good friends 
with whom I have worked for many years, and I take 
pride in the fact that I am to shed a little light on 
them in a small way. 

The State Association, of course, has grown. Its ac- 
tivities have varied, and the traditions and all that are 
back of the Association are wonderful. Minnesota 
has been in the vanguard of progress in medical work 
and scientific work in the United States in the past, 
and now they are holding that position, advancing 
along the lines of economic medicine. 

I don’t want to take any more of your time. There 
is much I could say and much I would like to say. All 
that I can say is that I am very proud and will do all 
I can to fulfill this high office and be of service. (Ap- 
plause.) 

PRESIDENT SoccE: Let us go back to where we were, 
the time of holding the meeting next year. Let us 
have a motion. 

Dr. B. I. SALITERMAN (Janesville): I move that the 
time be left to the Council. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT SoGcE: We have some resolutions. 

We want to offer a resolution of thanks to the Hen- 
nepin County Medical Society for its fine work in en- 
tertaining the Association, to the Nicollet Hotel and 
its management, to the Minneapolis Civic and Com- 
merce Association, to the Minneapolis Journal, Tri- 
bune and Star. 

PRESIDENT SoccE: You have heard these resolutions. 


Dr. Apson: I move they be adopted and that a 
committee be appointed to draft the resolutions 
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The motion was regularly seconded, was put to a 
vote and carried. 

PrestveNnt Socce: I will appoint as the Resolutions 
Committee: O. J. Hagen, Chairman, Moorhead; W. A. 
Piper, Mountain Lake; C. L. Scofield, Benson. 

I will ask Dr. Braasch and Dr. Boyer to present the 
newly elected officers to the Association tomorrow 
morning at ten o’clock. 

I will have to ask your pardon for having rushed 
the business so fast but I felt it was absolutely neces- 
sary because we wanted to get to the clinics. 

Is there any new business, or anything anybody 
wants to bring before the body? 

I want to say I feel very grateful to you for the 
splendid way in which you have transacted business 
here this afternoon. A motion to adjourn is in order. 

Upon motion regularly made and seconded the meet- 
ing adjourned at one-fifteen o’clock. 





SCIENTIFIC PROGRAM 


The scientific program was presented as published in 
the April, 1931, number of MinNeEsota MEDICINE with 
the following changes: 

Dr. Arthur E. Smith, Minneapolis, presented a paper 
Wednesday morning entitled “Impairment of Vision 
Following Head Injuries.” 

Dr. C. A. Neumann was not present to present his 
paper on “Fractures of the Wrist.” 

Wednesday afternoon Dr. S. A. Slater, Worthington, 
made the announcement that the prize offered by the 
Southern Minnesota Medical Association for the best 
scientific exhibit displayed at the State meeting had 
been awarded to Dr. W. P. Herbst, Minneapolis, and 
honorable mention given to Dr. R. K. Ghormley, 
Rochester. The medal was formally presented August 
24, 1931 at the annual meeting of the Southern Minne- 
sota Medical Association. 

The papers presented will for the most part be pub- 
lished in subsequent issues of MINNESOTA MEDICINE. 
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